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rheumatoid  arthritic  blowup ... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simple  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia,  |, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 

Lyell’s  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, - 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal  i 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia;  | 
ulcerative  stomatitis,  salivary  gland  enlargement. 

(B)  98-146-800-E 

For  complete  details,  including  dosage,  please  see 
full  prescribing  information. 
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In  1957  Beecham  scientists  discovered  and 
isolated  6-APA,  the  penicillin  nucleus 
that  opened  the  way  to  a new  generation  of 
semi-synthetic  penicillins.  Over  the 
past  14  years  more  than  3000  different 
semi-synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our  staff.  The 
fruits  of  their  work  are  in  your  hands  today. 
Others  will  be  in  your  hands  tomorrow. 

Need  we  say  more? 


Prescribe  the  discoverer’s  brands: 

Totacillin  (ampicillin  trihydrate) 

Pyopen'disodium  carbenicillin) 

BaCtOClll(sodium  oxacillin) 


and  more  to  come 


Beecham-Massengill 
Pharmaceuticals  as 

Div.  of  Beecham  Inc.  Bristol,  Tennessee  37620 


□ Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./ 5 cc.  and  250  mg./ 5 cc.  ampicillin. 

□ Pyopen  (disodium  carbenicillin)  vials  for  injection  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin. 

□ Bactocill  (sodium  oxacillin)  capsules  equivalent  to  250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 
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250  mg- 
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E-Mycirl 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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Cleocin  manages 


. . 

Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. 

It's  helpful  to  have  an  anti- 
biotic like  Cleocin  HC1  (clindamycin 
HC1  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50%  of  the  group, 
with  pneumococci  in  25%,  and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Significantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  erythromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports1 
have  shown  that  such  gram-positive 
bacteria,  which  most  often  are 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.1 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 

Please  see  following  page  for 
further  prescribing  information. 


* ® 150  mg  capsules 

Cleocin  hci 

clindamycin  HC1  hydrate,  Upjoh 


ynolds,  R.  C.,  et  al.:  Bull.  Johns  Hopkins  Hosp.  114:269, 1964 
>ata  on  file,  Medical  Research  Department,  The  Upjohn  Company 


© 1971  The  Upjohn  Company 


Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2 %}  Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.1  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy. 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci. 

Cleocin  hci 

clindamycin  HCI  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCI  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCI  (clindamycin  HCI  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts— occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCI  (clindamycin 
HCI  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections-150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 
every  6 hours. 


Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections— 1 6 to 
20  mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  (3-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
or  glomerulonephritis. 

SUPPLIED:  1 50  mg  Capsules- Bottles  of  16's  and  100's.  75  mg  Capsules— 
Bottles  of  16's  and  100's.  Sensitivity  Disks- 2 Jig-  Sensitivity  Powder-Vials. 
For  additional  product  information,  see  your  Upjohn  representative  or 
consult  package  insert.  MED  B-4-S  (LNU-3)  JA71-1565 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjohn 


choose  the  topieajs 
that  £ive  your  patient- 


g broad  antibacterial  activity  against 
susceptible  skin  invaders 
e lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporin*  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

Vanishing  ( "ream  Base 

Neosporinf-G  Cream 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative, 
in  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


Burroughs  Welicome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Wellcome 


c J 100  Capsules 

Panmycin 
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Cautions  t* 

dispensing 


Panmycin 


(tetracycline  HCl,Upjohn) 
Available  as  250  mg  capsules  and 
tetracycline  syrup  125  mg/5  ml 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


© 1972  THE  UPJOHN  COMPANY 
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Lack  of  exercise,  insufficient  fluid 
intake,  diet  deficient  in  bulk,  and  certain 
medications  can  all  contribute  to 
constipation  in  the  aging.  Gradually  the 
normal  defecation  "urge”  is  lost.  And  help  is 
needed  to  restore  the  normal  bowel  function. 
Fleet  Enema  works  quickly  — 
usually  within  2 to  5 minutes. 

Unlike  oral  laxatives,  which  can  take 
up  to  24  hours.  And  oral  laxatives 
may  actually  irritate  the  intestinal 
tract  or  retard  digestion  and  further 
inhibit  regularity. 

Fleet  Enema  is  gentle,  too. 

Works  without  the  burning  often 
experienced  with  suppositories. 
Without  the  discomfort  of  soapsuds 
enemas. 

Fleet  Enema  induces  a 
physiological  pattern  of  evacuation 
in  the  left  colon  and  the  rectum. 

Where  it’s  needed.  Helpful  especially 
for  the  geriatric  patient  with 
poor  intestinal  tone. 

And  Fleet  Enema  is  easy. 

Ready  to  use.  Completely  disposable. 
A timesaving  plus  in  nursing  home 
care  — or  at  home. 

Fleet  Enema.  For  geriatric 
patients.  Helps  restore  the  urge. 

Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in 
dependence.  Take  only  when  needed  or  when  prescribed 
by  a physician.  Do  not  use  when  nausea,  vomiting,  or  abdominal 
pain  is  present.  Caution:  Do  not  administer  to  children  under 
two  years  of  age  unless  directed  by  a physician. 

FREE  BOOKLET.  The  Professional  Treatment  of  Constipation. 
Specifically  prepared  to  assist  you  in  providing  your  older 
patients  with  more  detailed  information  about  constipation  and 
its  treatment.  For  copies  simply  write  toC.B. FLEET  CO. .INC., 
P.O.  Box  1100,  Lynchburg,  Va. 24505. 

Fleet  Enema 

The  professional  aid  to 
constipation  relief 

Bc.b.fleetco.jnc. 

Lynchburg,  Va.  24505 


Each  capsule  contains  50  mg.  of  Dyrenium® 

(brand  of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 


CAN  STOP 

POTASSIUM  DEPLETION 
BEFORE  IT  STARTS 

WITH  NO  SACRIFICE 
OF  THIAZIDE 
EFFECTIVENESS 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

■^Indications:  Edema  associated  with  congestive  heart 
failure,  cirrhosis  of  the  liver,  the  nephrotic  syndrome; 
steroid-induced  and  idiopathic  edema;  edema  resistant  to 
other  diuretic  therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in 
progressive  renal  or  hepatic  dysfunction  or  developing 
hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or 
without  ulceration.  Hyperkalemia  ( > 5.4  mEq/L)  has  been 
reported  in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  ot  patients  overall. 

Rarely,  cases  have  been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  confirmed  renal 
insufficiency  (e.g.,  elderly  or  diabetics).  If  hyperkalemia 
develops,  substitute  a thiazide  alone.  If  spironolactone  is 
used  concomitantly  with  ‘Dy azide’,  check  serum  potassium 
frequently —both  can  cause  potassium  retention  and  some- 
times hyperkalemia.  Two  deaths  have  been  reported  in 
patients  on  such  combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  electrolytes  were 
not  properly  monitored).  Observe  patients  on  ‘Dyazide’ 
regularly  for  possible  blood  dyscrasias,  liver  damage  or 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  SK&F). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis, 


and  aplastic  anemia  have  been  reported  with  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  barrier  and 
appear  in  breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered  carbo- 
hydrate metabolism  and  possibly  other  adverse  reactions 
that  have  occurred  in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies  in 
cirrhotics  with  splenomegaly.  Antihypertensive  effects  may 
be  enhanced  in  postsympathectomy  patients.  The  following 
may  occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible  metabolic 
acidosis,  hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients.  Con- 
comitant use  with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis, 
and  xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


IN  EDEMA- IN  HYPERTENSION 


HI 


LIQUID 


SsS 


' m .. 


GREATER  NEUTRALIZING  IMPACT 
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nful  than  standard  antacids 


without  the  acid  rebound 
associated  with  calcium  carbonate 

□ pleasant  tasting  / rapidly  effective 
non-constipating  / non-laxating 
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NEW  HIGH  POTENCY  ANTACID 
FOR  RELIEF  OF  ULCER  PAIN 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


What  it  means 
to  live  and  work  ii 
Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5  % of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5  % for  white  males  and  19.5  % 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 

Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


□ Persons  without  solar  keratoses  HI  Persons  with  solar  keratoses 


♦Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Solar,  actinic,  senile  keratoses 

Called  by  many  names,  the  typical  lesion  is  flat 
?r  slightly  elevated,  brownish  or  reddish  in 
:olor,  papular,  dry,  adherent,  rough,  sharply 
defined;  usually  multiple  lesions,  chiefly  on 
exposed  portions  of  the  skin. 

Sequence/selectivity  of  response 

Erythema  in  areas  of  lesions  may  begin  after 
several  days  of  therapy;  height  of  reaction 
'only  in  affected  areas)*  usually  occurs  within 
;wo  weeks,  declining  after  discontinuation  of 
.herapy.  Since  this  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied 
:o  rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

Cosmetic  results  are  highly  favorable.  Inci- 
ience  of  scarring  is  low— important  with  multi- 
ple facial  lesions.  Efudex  should  be  applied 
vith  care  near  the  eyes,  nose  and  mouth. 

5%  cream-a  Roche  exclusive 

Only  Roche  formulates  the  5 % cream . . . 

'high  in  patient  acceptability . . . high  in  clinical 
efficacy,  especially  for  lesions  of  hands  and 
'orearms . . . economical. 

| ' 

|Br' 
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Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burningatapplication  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief: 


□ belladonna  alkaloids— for  the  hyperactive  bowel 
D simethicone— for  accompanying  distension  and  pain  due  to  gas 
D phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL 


INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESEIT 

antispasmodic/  sedative/  antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer ): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


Upjohn’s  low-priced 


penicillinVK 


UticillinVK 

(potassium  phenoxymethyl  penicillin, U.S.P,  Upjohn) 


Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension 


Upjohvt 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


© 1972  THE  UPJOHN  COMPANY 


JA72-2 144-6 


Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 


When  it’s  mandatory  to  keep  the  post- 
coronary patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  b.i.d.  to  q.i.d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 

Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery.  w y • 

VallUm  (diazepam) 

Fbr  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  ten- 
sion, anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  symp- 
tomatic relief  of  acute  agitation,  tremor, 
delirium,  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 
increase  in  frequency  and/  or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to  2Vz 
mg,  1 or  2 times  daily  initially,  increasing 
as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2Vz  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
100  and  500.  All  strengths  also  available 
in  Tel-E-Dose®  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


When  your  diagnosis  is  seborrheic 
dermatitis  of  the  scalp,  the  classic  drug 
for  controlling  scaling  and  itching 

is  Selsun5  "(SELENIUM  SULFIDE  LOTION) 


Precautions  and  side  effects;  Keep  out  of  the  eyes,  burning  or 
irritation  may  result.  Avoid  application  to  inllamed  scalp  or 
open  lesions.  Occasional  sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  21/2%,  w/v  in  aqueous  suspension, 
also  contains:  bentonite,  alkyl  aryl  sulfonate,  sodium  phos-j; 
phate,  glyceryl  monoricinoleate,  citric  acid  and  perfume. 


Proven 
therapy 
that  only 
you  can 
give.  A 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art” 


Would  it  be  useful 
in  clinical  practice  to  have 
government  predetermine 
drugs  of  choice? 


Results  of  a survey  of  physicians: 

13.3% 

Yes,  it  would  be  useful. 


86.7% 

No,  it  would  not  be  useful. 


Would  it  be  useful  in  clinical  practice 
to  have  government  predetermine 

drugs  of  choice? 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really  1 
determined. 

The  Bureau  of  Drugs  hf 
suggested  the  package  ii 
sert  as  a possible  means  c 
communicating  informatic  I 
on  relative  efficacy  of  dru§ 
to  the  physician.  I find  th 
objectionable,  since  I cL 
not  believe  the  physicia 
should  have  to  rely  on  th: 
source  for  final  scientifi 
truth.  There  is  also  a pra< 
tical  objection:  Since  fe' 
physicians  actually  dis> 
pense  drugs,  they  seldoi 
see  the  package  insert.  I 
any  event,  I would  mair 
tain  that  the  physicia 
should  know  what  drug  h 
wants  and  why  without  d( 
pending  on  the  governmer. 
or  the  manufacturer  to  te 
him. 

Undoubtedly,  physician 
are  swamped  by  excessiv 
numbers  of  drugs  in  som 
therapeutic  categories.  An 
I am  well  aware  that  man 
drugs  within  such  cate 
gories  could  be  eliminate 
without  any  loss,  or  pei 
haps  even  some  profit,  t 
the  practice  of  medicine 
But,  in  my  opinion,  neithe 
the  FDA  nor  any  othe 
single  group  has  the  expei 
tise  and  the  wisdom  neces 
sary  to  determine  the  on 
“drug  of  choice”  in  a 
areas  of  medical  practice. 
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'In  my  opinion,  it  is  not 
•e  function  of  any  govern- 
'ent  or  private  regulatory 
jency  to  designate  a “drug 
choice.”  This  determina- 
')n  should  be  made  by  the 
iysician  after  he  has  re- 
ived full  information  on 
e properties  of  a drug, 
id  then  it  will  be  based  on 
s experience  with  this 
ug  and  his  knowledge  of 
e individual  patient  who 
seeking  treatment. 

If  an  evaluation  of  com- 
irative  efficacy  were  to  be 
ade,  particularly  by  gov- 
nment,  at  the  time  a new 
ug  is  being  approved  for 
arketing,  it  would  be  a 
:eat  disservice  to  medi- 
ne  and  thus  to  the  patient 
the  consumer.  For  exam- 
e,  when  a new  therapeii- 
2 agent  is  introduced,  on 
le  basis  of  limited  knowl- 
Ige,  it  may  be  considered 
• be  more  potent,  more 
ffective,  or  safer  than 
roducts  already  on  the 
larket.  Conceivably,  at 
lis  time  the  new  drug 
mid  be  labeled  “the  drug 
f choice.”  But  as  addi- 
onal  clinical  experience  is 
ccumulated,  new  evidence 
lay  become  available, 
-ater,  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  B12  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice ” is 
to  be  avoided. 
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What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 
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Insights  into  the  ulcer-prone 

This  man  governs  an  empire— the  section  of  beach 
that  he  combs— and  he  may  have  much  in  common  witf 
a business  tycoon.  Both  may  be  ulcer-prone  for  similar 
reasons:  both  may  be  difficult  to  please  — both  may  be 
demanding,  especially  of  themselves.  While  there  are 
many  types  of  duodenal  ulcer  patients,  it  has  been  noted5* 
that,  characteristically,  these  individuals  are  not  easily 
satisfied. 

Measuring  oneself  against  one's  own  expectations  or 
against  those  of  society  may  be  equally  trying— equally 
anxiety-provoking.  It  is  hard  to  win  when  both  success 
and  failure  can  demand  a similar  price. 


If  the  ulcer  patient  were  to  modify  his  expectations,  he 
would  experience  less  anxiety— and  perhaps  fewer  ulcei 
attacks.  In  most  cases,  this  would  mean  altering  the  en- 
tire constellation  of  psychological  attitudes.  Many  are 
unwilling  to  do  so,  and  many  are  unable.  But  while  the 
patient  is  trying  to  make  his  best  adjustment  to  his  ulcer, 
he  often  needs  therapeutic  relief  for  both  the  undue 
anxiety  with  which  he  may  be  plagued  and  the  hyper- 
secretion and  hypermotility  that  cause  pain  and  spasm. 


‘'Palmer,  E.  D. : Clinical  Gastroenterology,  ed.  2,  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  1963,  p.  206. 
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Librax  can  relieve  excessive 
anxiety,  thereby  helping  to  reduce 
pain  and  spasm 

3ince  duodenal  ulcer  is  frequently  associated  with 
excessive  anxiety  and  tension,  therapy  logically  demands 
relief  from  both  the  psychic  and  the  somatic  discomfort. 
Librax  can  help  provide  this  dual  relief.  Only  Librax  pro- 
vides in  a single  capsule  both  the  antianxiety  action  of 
Librium®  (chlordiazepoxide  HCl)  and  the  antisecretory/ 
mtispasmodic  action  of  Quarzan®  (clidinium  Br).  With 
Librax,  the  patient  usually  tends  to  react  less  strongly 
to  anxiety-provoking  situations,  and  hypersecretion  and 
hypermotility  are  also  reduced.  A reduction  of  asso- 
ciated pain  and  spasm  can  also  be  expected,  and  often 
ulcer  attacks  become  fewer  and  farther  between! 

Up  to  8 capsules  daily 
in  divided  doses 

Optimum  therapeutic  response  can  be  achieved  with 
individualization  of  dosage— within  the  range  of  1 or  2 
capsules,  3 or  4 times  daily.  Many  patients  will  respond 
well  to  1 capsule  t.i.d.  and  2 at  bedtime.  Librax  can 
often  be  relied  on  both  to  help  in  managing  the  acute 
attack  and  to  help  the  patient  maintain  gains  in  therapy. 
Librax:  Initial  therapy,  Rx  #35,  Sig:  cap. ”7"  t.i.d.  a.c. 
and 77  h.s. 

Follow-up  therapy,  Rx  #100,  Sig:  cap.-#  t.i.d.  a.c. 
and  77  h.s. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders;  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving). 

Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  in- 
crease gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute  rage)  have  been  reported 
in  psychiatric  patients.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido— -all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and  con 
stipation.  Constipation  has  occurred  most  often  when  Librax  ther- 
apy is  combined  with  other  spasmolytics  and/or  low  residue  diets. 
Dosage:  Individualize  for  maximum  beneficial  effects.  Usual  main- 
tenance dose  is  1 or  2 capsules,  3 or  4 times  a day,  before  meals 
and  at  bedtime.  Geriatric  patients  — see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlordiaz- 
epoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium  bromide 
(Quarzan®)  — bottles  of  100  and  500. 
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for  the 

anxiety-linked  symptoms 
of  duodenal  ulcer 
— m m adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


Prompt  relief  of  pain  is  a lot  of  what  the  practice  of 
medicine  is  all  about... East  or  West. 

In  much  of  the  Far  East,  the  analgesic  efficacy  of 
Empirin®  Compound  with  Codeine  would  prob- 
ably be  measured  against  acupuncture,  an  ancient 
and  traditional  therapeutic  system. 

In  America,  codeine  sets  such  a high  standard 
for  oral  analgesia,  that  it  has  become  a criterion  in 
terms  of  which  other  major  oral  analgesics  are  most 
often  measured. 

Synthetic  and  other  oral  analgesics  may 
offer  some  of  the  properties  of  codeine,  but 
not  one  can  provide  both  its  benefits 
and  potency.  And  codeine  provides 
an  antitussive  bonus. 

Empirin  Compound  with  Codeine 

is  the  most  widely  used, 
and  probably  the  most 
pharmaceutically  ele- 
gant analgesic  prepara- 
tion providing  codeine. 

It’s  the  time-tested  combi- 
nation for  predictable  pain 
relief  . . . whether  the  pain  is 
visceral  or  musculoskeletal; 
acute  or  chronic. 

New  prescription  flexibility.  At  your  dis- 
cretion, and  where  state  law  permits,  a pre- 
scription for  Empirin  Compound  with 
Codeine  may  now  be  refilled  up  to  five 
times  in  six  months. 

Empirin  Compound  with  Codeine 
No.  3 contains  codeine  phosphate* 

(32.4  mg.)  gr.  ]/2.  No.  4 contains  codeine 
phosphate*  (64. 8 mg.)  gr.  1.  *(Warning— 
may  be  habit-forming.)  Each  tablet  also 

c on t aims:  aspiri?i 
gr.  3y2,  phen- 
acetin  gr. 

2 y2,  caf- 
feine gr.  y2. 

Bottles  of 
100  and  10L 


But  for  relief  of  Western  pal 
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Burroughs  Wellcome  Co.,  Research  Triangle  Park,  North  Carolina  27709 
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Never  before 

so  much  for  so  little. 

You  couldn’t  get  insurance  coverage  this  extensive  on  your  own. 
And,  even  if  you  could,  you  couldn’t  get  it  for  so  little. 

These  6 plans  were  specially  created  for  the  medical  profession 
under  the  auspices  of  the  Arizona  Medical  Association  as  a 
unique  membership  service. 

Rates  are  extremely  low  because  of  group 
economies.  Claim  processing  is  simple  and 
fast  because  all  plans  are  under  a single 
administrator. 

So  why  settle  for  less  coverage  when  you  can 
get  so  much  for  so  little. 

For  more  information,  contact: 

CHARLES  A.  de  LEEUW  AND  ASSOC.  Phoenix,  Arizona  85012 
3424  North  Central  Avenue  Phone:  248-8500 
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One  of 
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line  of 
Cordran' 
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products 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information 
available  to  the 
profession  on  request. 
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THE  MODERN  CONCEPT  OF  INFORMED  CONSENT 


ROBERT  J.  JOLING,  J.D. 


“It  is  time  we  terminate  these  proceedings  and 
let  Mrs.  Raasch  depart  in  God’s  own  peace.”  So 
spoke  Judge  Michael  Sullivan  as  he  ended  a spe- 
cial bedside  hearing  on  January  25,  1972  in  a 
Milwaukee  hospital.1 

Mrs.  Raasch  was  suffering  from  gangrene  in 
her  left  leg  resulting  from  hardening  of  the  arter- 
ies, and  had  refused  to  consent  to  an  amputation 
of  the  leg  in  an  effort  to  save  her  life.  Judge 
Sullivan  refused  to  name  a “guardian  ad  litem” 
made  at  the  request  of  the  hospital  administrator, 
and  further  found  Mrs.  Raasch  alert,  attentive, 
in  no  mood  to  have  the  proposed  operation,  and 
in  a frame  of  mind  where  she  would  rather  die 
than  go  through  the  procedure  after  having  spent 
the  last  17  years  of  her  life  in  and  out  of  hospitals 
and  nursing  homes.  Mrs.  Raasch  was  then  77 
years  of  age. 

Presented  at  the  Family  Medicine  Review  Course,  April  15, 
1972,  Tucson,  Arizona. 

Robert  J.  Joling,  J.D.,  is  Associate  Professor-Medical  Jurisprud- 
ence, College  of  Medicine,  University  of  Arizona,  Tucson,  Arizona. 


In  yet  another  case,  doctors  in  New  York  ob- 
tained a court  order  to  replace  the  battery  in  the 
heart  pacemaker  of  an  unconscious  79  year  old 
man  following  the  refusal  by  his  wife  to  author- 
ize the  operation.  Mrs.  Clarence  A.  Bettman 
felt  that  her  refusal  was  “the  greater  compas- 
sion.” “He  is  turning  into  a vegetable.  He  has  no 
memory.  It’s  absurd.  Isnt  death  better  than  liv- 
ing this  way?”  Mrs.  Bettman  asked. 

Dr.  William  A.  Gay,  Jr.,  an  assistant  attending 
surgeon  at  the  New  York  Hospital— Cornell  Med- 
ical Center,  made  the  affidavit  stating  the  79 
year  old  Bettman  was  unaware  of  his  condition, 
and  was  not  able  to  grant  authorization  for  the 
operation.  Since  the  wife,  as  next  of  kin,  refused 
to  grant  such  consent,  the  doctor  requested  court 
assistance.  Justice  Gerald  P.  Culkin  issued  an 
order  for  the  authorization  of  the  operation.2 

You  will  note  that  in  the  first  instance,  the 
individual  person  involved  refused  to  give  con- 
sent; while  in  the  second  instance,  not  the  indi- 
vidual involved,  but  the  next  of  kin  refused  to 
grant  consent  to  the  contemplated  operative  pro- 
cedure. In  the  first  case,  the  desire  to  die  rather 
than  to  be  operated  upon  again  was  judicially 
honored;  in  the  latter  case  the  desire  of  the  next 
of  kin  to  let  her  husband  die  was  not. 

These  two  cases  lucidly  point  up  the  two 
areas  from  which  a consent  to  treat  may  be  de- 
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nied.  The  first,  of  course,  is  from  the  patient 
himself.  The  second  stems  from  a person  author- 
ized by  law  to  give  such  permission,  generally 
the  next  of  kin  or  guardian  of  the  person. 

There  is,  however,  a third  area  of  considera- 
tion when  the  question  of  consent  arises.  This  is 
the  emergency  consideration.  In  such  an  instance, 
in  the  case  of  a genuine  emergency,  there  exists 
an  exception  to  the  doctrine  of  Informed  Con- 
sent. Generally  speaking,  where  treatment  is  re- 
quired immediately  to  preserve  the  life  of  the 
patient,  or  to  prevent  further  impairment  of 
health,  and  it  is  not  possible  to  obtain  the  con- 
sent of  either  the  patient  or  someone  legally  au- 
thorized to  consent  for  him,  the  required  proced- 
ure or  treatment  may  be  undertaken  without  any 
liability  attaching  for  failure  to  obtain  consent. 
In  determining  emergency,  the  courts  have  usu- 
ally held  that  an  emergency  exists  when  imme- 
diate action  is  necessary  to  prevent  permanent 
bodily  harm  or  death.  Stating  the  rule  differently, 
if  delay  in  treatment  would  increase  the  hazards 
then  a situation  exists  in  which  treatment  with- 
out consent  is  allowed.  Where  delay  would  not 
increase  the  hazards,  even  though  treatment 
may  be  medically  advisable  at  the  time  or  later, 
consent  must  be  had  and  the  absence  thereof 
cannot  be  excused  by  simply  contending  that  an 
emergency  existed. 

Having  briefly  alluded  to  the  three  main  areas 
of  informed  consent,  it  seems  appropriate  that 
attention  be  turned  to  the  concept  of  informed 
consent  before  delineation  of  further  distinctions. 

There  is  a distinct  difference  between  medical 
negligence  and  assault  and  battery.  The  former 
arises  from  a breach  of  a duty  owed  to  a pa- 
tient, which  is  casually  related  to  the  harm  re- 
sulting, and  which  result  was  foreseeable.  The 
latter  is  an  unauthorized  touching  of  another 
person’s  body.  Illustrative  of  such  a battery  is  a 
stolen  kiss  in  the  dark  as  well  as  an  unwelcome 
and  unsolicited  punch  on  the  nose,  So,  too,  the 
uninvited  needle  puncture,  the  incision  made  by 
an  unauthorized  scalpel,  the  forceful  subduing 
of  a peaceful  person,  and  the  non-permissive  ad- 
ministration of  drugs  or  medication  orally  or  by 
injection,  are  batteries  of  an  unauthorized 
nature. 

Lest  anyone  believe  that  the  doctrine  of  in- 
formed consent  is  new,  the  Minnesota  Supreme 
Court  recognized  it  as  early  as  1905,  in  a case 
where  the  physician  obtained  a patient’s  consent 
to  an  operation  on  her  right  ear.  During  the 


operation  the  doctor  discovered,  for  the  first 
time,  that  her  left  ear  was  in  worse  condition 
than  the  right  ear,  and  performed  the  operation 
on  that  ear  instead.  He  was  held  liable  in  bat- 
tery.3 

In  1906,  a patient  consented  to  an  operation 
on  her  womb,  and  the  surgeon  extended  the 
operation  and  removed  her  ovaries  and  uterus. 
He  was  found  liable.4  In  a 1913  case,  where  a 
bone  was  removed  from  a patient’s  foot  even 
after  the  surgeon  had  promised  that  no  bones 
would  be  removed,  liability  for  battery  attached.5 
In  a 1960  case,  a patient  sustained  serious  in- 
juries and  damage  to  normal  tissue  as  a result 
of  cobalt  radiation  treatment  administered  with- 
out negligence.  The  injury,  of  course,  was  not 
a certainty,  but  the  hazard  and  potential  ill 
effect  required  the  physician  to  give  to  the 
patient  an  explanation  before  operating.  His 
failure  to  do  so  resulted  in  a lack  of  informed 
consent  and  the  physician  was  held  liable.6 

Thus,  it  can  be  seen  that  informed  consent 
cases  are  of  two  varieties;  one  in  which  the 
consequences  of  the  operative  procedure  or 
treatment  are  certainties,  and  the  second  in 
which  a bad  result  occurs.  In  each  instance  the 
medical  practitioner  failed  to  provide  adequate 
disclosure  or  explanation.  Therefore,  in  each 
instance  liability  attached. 

Physicians  usually  attempt  to  show  the  ob- 
taining of  a patient’s  consent  by  referring  to  some 
written  instrument  which  usually  is  made  a part 
of  the  hospital  record.  This  procedure  is  com- 
mendable. However,  something  more  than  a 
“general  authorization”  is  needed  to  establish 
legal  consent  to  a medical  procedure.  For  ex- 
ample, a form  simply  setting  forth  that  it  pur- 
ports to  be  authority  to  operate,  with  a date 
followed  by  words  which  would  indicate  the 
granting  of  permission  to  the  physician  to  ad- 
minister such  treatment  and  anesthetic  as  nec- 
essary, signed  by  the  patient  and  witnessed  is 
totally  inadequate.  The  courts  have  frowned 
upon  such  a loosely  worded  consent.  One  court 
in  1960  stated: 

“We  think  the  above  so-called  authorization 
is  so  ambiguous  as  to  be  almost  completely 
worthless,  and  certainly,  since  it  fails  to 
designate  the  nature  of  the  operation  author- 
ized, and  for  which  consent  was  given,  it 
can  have  no  possible  weight  under  the  fact- 
ual circumstances  of  the  instant  case.”7 
An  'authorization  (consent)  when  obtained 
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must  be  based  on  an  “intelligent  understanding” 
of  the  responsible  patient  or  authorized  legal 
party.  Most  legal  cases  so  far  decided  involving 
the  question  of  “informed  consent”  pay  scant 
attention  to  the  “consent  element,”  but  have  in- 
volved the  “disclosure”  issue. 

“Consent”  connotes  the  dual  ingredients  of 
“awareness”  and  “assent.”  It  thus  becomes  ele- 
mentary that  there  must  be  understandable  com- 
munication between  the  physician  seeking  the 
authorization  ar  consent  and  the  person  entitled 
by  law  to  grant  that  permission.  The  material 
communication  should  be  such  that  the  one 
granting  the  authority  and  giving  the  consent 
understands  the  vocabulary  used  by  the  physi- 
cian. Technical  language  will  not  suffice  in  an 
attempt  to  communicate  with  an  untutored  lay- 
man. Such  terms  as  a reasonably  prudent  man 
would  understand  are  to  be  used.  The  physician 
should  disclose  broadly  the  procedure,  its  pur- 
pose and  goals,  the  possible  side  effects  or  ad- 
verse possibilities,  in  such  terms  as  a member 
of  the  general  public  would  understand.  In  short, 
a composite  word  picture  should  be  painted  in 
completeness  necessary  to  the  understanding  of 
the  patient.  This  neither  implies  nor  means  that 
every  singular  detail  of  the  procedure  need  be 
described  Reasonable  judgment  needs  to  be  ap- 
plied. While  seeking  to  make  certain  that  the 
disclosures  made  as  to  any  procedure  are  fully 
comprehended  by  the  giver  of  the  consent  the 
physician  must  yet  exercise  his  sound  medical 
judgment  in  the  method  to  be  used  in  fully 
explaining  the  entire  picture  to  the  grantor  of 
the  consent. 

Thus,  it  can  be  seen,  that  a physician  violates 
his  duty  to  the  patient  if  he  withholds  any  facts 
which  are  necessary  to  form  the  basis  of  an 
“intelligent”  consent.  Likewise,  the  physician 
may  not  minimize  that  which  is  to  be  done  in 
order  to  induce  the  obtaining  of  a procedural 
consent.  Each  medical  case  must  be  recognized 
as  an  individual  procedure,  different  from  any 
preceding,  and  not  alike  to  those  which  may 
follow.  The  mental  and  emotional  condition  of 
the  person  from  whom  the  consent  is  to  be 
received  must  be  considered  in  exercising  med- 
ical judgment  and  discretion.  Such  medical  judg- 
ment and  discretion  must  be  employed  consistent 
with  the  full  disclosure  of  facts  necessary  to  an 
informed  consent. 

Any  consent  obtained  by  misrepresentation, 
no  matter  how  minute,  is  invalid.  A consent 


obtained  by  fraud  or  ruse  is  absolutely  void 
and  is  tantamount  to  no  consent.  Thus,  to  be 
legally  valid,  the  consent  given  to  any  medical 
procedure  must  be  an  intelligent  or  informed 
consent  with  an  understanding  of  what  is  to  be 
done.  It  has  long  been  the  law  that  consent  to 
be  valid  and  binding  must  be  informed  consent, 
that  is,  that  the  consentor  must  be  aware  of  that 
to  which  he  is  being  asked  to  give  his  consent. 
One  cannot  consent  to  that  which  he  is  not 
made  aware  of,  nor  can  be  consent  to  that  which 
he  does  not  know  or  has  no  way  of  knowing. 

Concern  has  been  generated  throughout  the 
years  over  the  question  of  how  much  should  be 
told  to  a patient  prior  to  proceeding  with  med- 
ical treatment.  As  seen  from  the  comments  made, 
a quandry  arises  when  the  physician  exercises 
his  medical  judgment  and  discretion.  Yet,  not 
all  is  bleak,  for  there  have  been  studies  relating 
to  patient  reactions  to  complete  descriptions  of 
the  contemplated  medical  procedures  and  at- 
tendant risks.  One  of  the  most  recent  reports, 
set  out  in  JAMA  in  May  of  1971,  is  most  informa- 
tive.8 In  this  study  some  interesting  references 
are  noted.  The  usual  apprehensions  of  the  treat- 
ing physicians  and  the  methods  of  supplying  the 
information  concerning  the  procedures  to  be 
employed  were  set  forth.  Dr.  Alfidi  referred  to 
the  various  reactions  of  physicians  and  their 
specific  manner  of  handling  patients.  Some  of 
the  physicians  who  replied  to  Dr.  Alfidi’s  inquiry 
stated  they  always  informed  the  patient  of  what 
was  coming,  together  with  any  possible  compli- 
cations. Others  frankly  stated  that  they  never 
informed  the  patient  in  full,  and  considered  it  a 
waste  of  time.  Still  others  expressed  a belief  that 
if  they  gave  the  patient  a comprehensive  explan- 
ation of  the  medical  procedure  to  be  performed 
together  with  an  explanation  of  possible  compli- 
cations there  would  be  a wholesale  refusal  of 
treatment  of  patients. 

Interestingly,  after  completing  his  study,  Dr. 
Alfidi  concluded  that  the  vast  majority  of  the 
patients  who  were  fully  informed  of  both  the 
medical  procedure  and  the  possible  complica- 
tions therefrom  still  desired  to  proceed  even 
though  some  were  disturbed  by  the  information. 
Of  the  232  patients  who  received  a straight- 
forward disclosure  of  an  angiographic  procedure 
with  its  attendant  possible  complications,  228 
consented  to  angiography,  and  four  refused  the 
procedure.  Of  the  four  who  refused  the  proced- 
ure, one  did  so  on  the  basis  of  fear  of  possible 
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complications;  another  expressed  hostility;  and 
yet  another  refused  on  the  basis  of  his  intel- 
lectual weighing  of  the  risks  involved  versus 
benefits  to  be  gained.9 

The  Alfidi  study  resulted  in  the  conclusion 
that  the  majority  of  patients  not  only  have  a right 
to  know  but  want  to  know  what  possible  com- 
plications may  be  expected  from  any  given 
medical  procedure.  Also,  it  is  to  be  noted  that 
the  concern  that  informing  a patient  of  possible 
complications  will  result  in  a refusal  of  the 
contemplated  medical  procedure  is  outdated.10 
In  fact,  it  would  appear  that  the  American  public 
is  far  more  sophisticated  today  in  the  area  of 
medical  procedures  and  possible  adverse  conse- 
quences than  the  medical  profession  has  hereto- 
fore contemplated.  The  fear  of  a physician  giving 
full  disclosures  could  thus  be  considered  a reflec- 
tion of  the  physician’s  own  inadequacy  to  pro- 
perly communicate  with  his  patient. 

The  doctrine  of  informed  consent,  except  in 
certain  emergency  situations,  places  the  treating 
physician  under  a duty,  positive  and  mandatory 
in  nature,  to  make  a reasonable  disclosure  of 
the  medical  procedure  contemplated  together 
with  the  probable  risks  involved.  This  is  manda- 
tory because  a patient  has  a right  to  be  secure 
in  his  person,  free  from  any  non-permissive 
touching  of  his  person.  The  patient  has  a further 
right  to  make  an  intelligent  and  non-coercive 
choice  as  to  whether  or  not  to  submit  to  the 
medical  treatment  or  surgery  involved.  This  con- 
cept is  contrary  to  the  countervailing  philosophy 
that  leaves  the  physician  as  the  final  arbiter 
of  what  he  shall  do  with  and  to  the  patient’s 
person.  It  should  also  be  remembered  that  a 
conscious  adult  patient  who  is  mentally  com- 
petent has  the  right  to  refuse  treatment  even 
in  an  emergency  situation  and  although  the 
best  medical  opinion  would  deem  the  treatment 
essential  to  save  the  patient’s  life.  This  conclusion 
is  based  on  a review  of  the  litigated  cases  all 
of  which  state  the  rule  that  an  emergency  gives 
the  physician  a privilege  to  treat  the  patient 
without  the  patient’s  consent,  but  in  each  such 
instance  the  patient  was  incapable  of  refusing 
to  consent  because  of  unconsciousness  or  for 
lack  of  capacity  based  on  mental  incompetency 
or  age  minority.  No  case  has  been  found  where 
the  emergency  rules  were  applied  in  the  face 
of  a competent  patient’s  refusal  to  consent. 

Although  the  patient  has  the  right  to  negate 
a desire  to  know  about  the  procedure  contem- 


plated together  with  the  attendant  risks,  the 
physician,  nevertheless  should  state  something 
about  each  to  the  patient.  Furthermore,  if  the 
patient  expresses  a desire  to  negate  the  doctor’s 
willingness  to  explain  the  procedure  and  attend- 
ant risks,  the  doctor,  in  the  presence  of  a cor- 
roborating witness,  should  make  certain  the 
waiver  is  given  voluntarily,  and  should  explain 
to  the  patient  what  the  waiver  entails  and  that 
the  physician  is  willing  to  continue  the  discus- 
sion. 

Consideration  must  be  given  to  the  areas  to 
be  covered  during  the  disclosure  conversation. 
Initially  the  doctor  must  open  with  the  topic 
of  conversation.  He  should  inform  the  patient  of 
the  diagnosis;  the  choice  of  treatment  which  the 
physician  has  determined  appropriate;  the  doc- 
tor’s experience  in  rendering  the  treatment  to 
others;  the  methods  which  will  be  used;  major 
and  collateral  risks  which  are,  or  may  be  in- 
volved; the  contemplated  hospital  stay,  if  any, 
with  attendant  discomfort  or  pain;  the  usually 
expected  results  and  benefits  derived  from  the 
treatment  in  the  light  of  past  experience;  sug- 
gested alternates  for  the  treatment  proposed; 
probable  results  of  foregoing  the  treatment;  and 
the  probable  prognosis  if  treatment  is  in  fact 
rendered. 

The  question  always  arises : How  much  must  I, 
the  physician,  tell  the  patient?  In  reality,  prag- 
matically and  logically,  the  question  is  not  one 
of  mathematical  probabilities.  The  amount  of 
information  to  be  conveyed  depends  to  a large 
degree  on  the  seriousness  of  the  risk  involved. 
If  the  need  for  adequate  precautions  is  slight, 
a 1 to  2%  risk  of  death  or  serious  permanent 
impairment  may  be  condemned  upon  trial.  On 
the  other  hand,  in  a serious  and  complicated  sur- 
gical procedure,  a 51%  chance  of  creating  further 
disability  may  not  in  the  least  be  considered 
grounds  for  medical  negligence.  However,  since 
informed  consent  is  not  concerned  with  the  legal 
theory  of  negligence  or  malpractice,  but  only 
with  the  unwarranted  or  unauthorized  touching 
of  the  patient’s  person,  consideration  must  in- 
deed be  given  to  the  amount  or  degree  of  in- 
formation to  be  imparted  to  the  patient  prior 
to  commencement  of  the  treatment  itself.  Stating 
the  general  conclusion  differenly,  if  the  foresee- 
ability of  harm  is  great,  conduct  such  as  would 
ordinarily  add  to  such  harm  may  be  negligence 
even  though  the  probability  based  on  statistical 
possibilities  is  very  minute.  In  other  words,  the 
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statements  to  be  made  by  the  physician  to  the 
patient  concerning  the  treatment  and  attendant 
risks  should  be  in  direct  proportion  to  the 
seriousness  of  the  illness,  the  treatment  and  risks 
involved. 

Extending  the  foregoing  rationale,  it  follows, 
a priori,  that  a greater  duty  of  disclosure  exists 
when  new  or  unusual  procedures  are  to  be  im- 
plemented. If  the  procedure  is  new  or  unortho- 
dox, the  physician  must  make  this  explicitly  clear 
to  the  patient.  He  must  further  make  a more 
detailed  description  of  the  procedure,  treatment, 
risks,  and  prognosis. 

In  all  events,  a disclosure  is  meaningless  with- 
out comprehension.  It  is  the  duty  of  the  doctor 
to  make  certain  that  the  patient  understands 
that  which  is  being  stated.  No  defense  can  be 
raised  to  a charge  of  lack  of  informed  consent 
if  the  words  selected  by  the  physician  are  not 
understood  by  the  patient.  Using  Greek  or  Latin 
words  to  a second  or  third  generation  American 
who  has  had  little  or  no  formal  education  be- 
yond the  high  school  level,  would  be  absolutely 
meaningless.  The  final  result  must  be  the  under- 
standing attained  by  the  patient.  It  would  be- 
hoove the  doctor  to  elicit  questions  from  the 
patient,  or  to  have  the  patient  reiterate  that 
which  the  doctor  believes  he  has  imparted  to 
the  patient  by  way  of  the  disclosure  communica- 
tion. In  addition,  should  the  patient  make  in- 
quiry of  the  physician  concerning  any  subject 
matter,  the  doctor  should  readily  respond  with 
a specific  and  fully  detailed  answer  to  the  ques- 
tion propounded  by  the  patient.  The  physician 
must  not  avoid  his  ethical  duty  and  legal  respon- 
sibility to  respond,  nor  must  he  attempt  to  avoid 
a direct  explanation  by  circumlocution.  The  phy- 
sician is  duty  bound  to  pursue  all  necessary  ex- 
planations until  he  knows,  not  merely  assumes, 
that  the  question  has  been  answered  to  the  pa- 
tient’s satisfaction.  The  physician  should  be  cer- 
tain the  patient  fully  comprehends  and  under- 
stands the  procedure,  treatment,  and  risks  in- 
volved. Never  assume  that  the  patient  “knows” 
because  of  the  general  dissemination  of  medical 
information  to  the  public.  Furthermore,  use  of 
prepared  written  material  as  an  alternate  method 
or  substitute  for  personal  communication  cannot 
be  used  or  condoned.  The  legal  duty  to  inform 
rests  upon  the  physician.  The  legal  duty  to  make 
sure  that  the  patient  understands  rests  upon  the 
physician.  Only  oral  intercourse  with  proper 
interrogatories  and  explanation  can  aid  the  doctor 


in  his  determination  of  the  understanding  at- 
tained by  the  patient. 

Earlier  in  this  presentation  reference  was 
made  to  obtaining  a consent  by  ruse  or  fraud. 
Affirmative  misleading  of  a patient  by  asserting 
false  assurances  is  just  as  abnoxious  as  minimiz- 
ing the  dangers  the  physician  knows  are  to  be 
anticipated.  This,  of  course,  does  not  mean 
the  doctor  cannot  express  kindliness  or  hopeful- 
ness. However,  it  does  mean  the  physician  should 
refrain  from  over-sell  techniques  concerning  any 
proposed  procedure.  The  practice  of  medicine 
is  filled  with  uncertainties  and  this  should  be 
recognized  by  all  practitioners  of  medicine  at 
all  times. 

Having  thus  noted  some  general  observations, 
it  should  be  stated  that  frenzied  full  disclosure 
is  not  necessary.  Where  undue  agitation  or  the 
undermining  of  an  unstable  patient  would  re- 
sult, full  disclosure  is  certainly  inappropriate.  In 
such  instances,  the  better  policy  to  follow  would 
be  to  explain  the  treatment,  procedures,  and 
risks  to  a close  relative. 

It  should  be  recognized  that  the  material  here 
presented  is  not  all  inclusive,  for  it  does  not 
relate  to  express  prohibition,  extension  of  pro- 
cedures, implied  consent,  voluntary  submission, 
hospital  liability  to  determine  if  consent  has  been 
given,  adoption  of  forms  for  usage  under  varying 
procedures,  rights  of  minors,  spousal  consent, 
religious  beliefs,  or  police  tests  and  the  like. 
An  attempt  has  been  made  to  limit  this  dis- 
cussion solely  to  the  two  elements  of  informed 
consent,  information  and  consent,  and  to  relate 
the  application  of  these  two  elements  to  the 
modern  practice  of  medicine. 

In  conclusion,  as  stated  by  Attorneys  Jon 
Waltz  and  Fred  Inbau  in  their  recent  book 
Medical  Jurisprudence: 

“It  is  clear  enough  that  the  informed-consent 
concept  separates  into  two  elements:  infor- 
mation and  consent.  A twofold  duty  is  im- 
posed: (1)  the  physician  must  disclose  cer- 
tain information  about  risks  collateral  to 
proposed  therapy,  and  ( 2 ) he  must  not 
proceed  without  consent  to  the  risks  that 
have  been,  or  should  have  been,  disclosed. 
The  judicial  opinions  have  been  concerned 
primarily  with  the  duty  of  information  dis- 
closure, but  the  scope  and  content  of  both 
duties  must  be  considered,  since  each  poses 
separate  and  sometimes  difficult  legal  puz- 
zles.”11 
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To  those  who  might  suggest  that  the  10,  15, 
or  20  minutes  necessary  to  obtain  a proper  in- 
formed consent  is  an  imposition  to  which  they 
do  not  intend  to  succumb,  nor  one  which  they 
find  acceptably  palatable,  it  should  be  made 
vividly  clear  that  medico-legal  problems  arising 
out  of  the  doctrine  of  informed  consent  are 
founded  on  the  legal  theory  of  intentional  torts, 
that  is  assault  and  battery,  and  not  founded  in 
negligence.  Thus,  insurance  coverage  may  not, 
in  some  instances,  be  afforded  the  physician 
brought  to  the  bar  of  justice  by  way  of  litiga- 
tion based  on  lack  of  informed  consent.  The  old 
cliche,  penny  wise  and  pound  foolish  still  applies. 

SUMMARY 

1.  Three  areas  of  informed  consent  are  dis- 
cussed: 

a.  where  the  individual  personally  grants 
or  denies  consent 

b.  where  a person  authorized  by  law  grants 
or  denies  consent 

c.  where  there  is  an  emergency  situation 

2.  The  “concept  of  informed  consent  is  dis- 
cussed in  separate  elements  of: 

a.  information  to  be  disclosed  by  the  physi- 
cian 

b.  consent  to  the  risks  that  have  been,  or 
should  have  been,  disclosed 

3.  The  author  distinguishes  cases  involving 
consequences  which  are  certainties,  and  those 
in  which  had  results  occur  indicating  instances 
of  attached  liability. 

4.  Emphasis  is  made  of  the  elementary  rule 
that  there  must  be  understandable  communica- 
tion between  the  physician  seeking  the  authoriza- 
tion or  consent  and  the  person  entitled  by  law 
to  grant  that  permission. 

5.  The  author  distinguishes  between  the  legal 
theories  of  “negligence”  and  “assault  and  bat- 
tery” in  the  application  of  the  legal  doctrine  of 
informed  consent,  together  with  the  resultant 
personal  liability  of  the  physician  as  opposed 
to  3rd  party  insurance  coverage  in  the  instance 
of  medical  negligence. 
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It  is  not  very  often  that  I have  the  honor  of 
speaking  to  a distinguished  group  of  paleface 
medicine  men.  It  is  equally  seldom  that  I have  an 
opportunity  to  introduce,  by  proxy,  the  profes- 
sionals of  one  culture  to  the  corresponding  pro- 
fessionals of  another.  As  the  case  happens  to  be, 
I am  neither  a paleface  medical  doctor  nor  a 
Navaho  medicine  man.  I am  between  the  two 
—a  historian  of  religions.  I have  received  a small 
amount  of  pre-medical  training  at  a paleface 
university,  which  qualifies  me  to  prescribe  my 
own  aspirin;  and  I am  authorized  — if  ever  I 
should  decide  to  make  use  of  the  authorization— 
to  perform  one  small  Navaho  healing  ritual  with 
one  kind  of  plant-medicine. 

Before  I can  tell  you  anything  about  tradi- 
tional Navaho  theories  of  disease  and  healing,  I 
must  explain  a few  things  with  regard  to  Navaho 
history.  The  Navaho  we  know  today,  who  packs 
his  family  into  a pick-up  truck  to  drive  to  town, 
is  scarcely  three  decades  old.  The  Navaho  whom 
you  see  out  on  the  Reservation  watching  a herd 
of  sheep  or  cattle  from  horseback  is  scarcely 
three  hundred  years  old.  Living  close  to  the 
Pueblo  Indians,  some  Navaho  became  practicing 
agriculturists  before  then.  But  until  the  arrival 
of  Spanish  sheep  and  horses,  the  Navaho  was 
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at  heart  a hunter.  He  lived  as  a hunter  and  he 
reasoned  as  a hunter. 

Most  modern  studies  of  Navaho  culture  and 
tradition  ignore  this  hunter  background  com- 
pletely. And  yet,  subsequent  developments  in 
Navaho  history  make  little  sense  when  that  an- 
cient hunter  tradition  is  not  taken  into  account. 
This  is  why,  after  two  years  of  planning  and 
reading,  I went  to  the  Reservation  in  search  of 
whatever  scraps  of  the  hunter  tradition  might 
have  survived.  To  my  surprise,  I succeeded  in 
securing  a complete  hunter  myth  and  ritual  from 
a still  practicing  hunter.  Through  a fortunate 
stroke  of  luck,  this  hunter  was  also  a practicing 
medicine  man.  I thus  had  the  unique  opportun- 
ity to  examine  the  type  of  thinking  characteristic 
of  the  transition  from  the  Athapaskan  hunter- 
shaman  to  the  present-day  Navaho  medicine  man. 

After  these  introductory  remarks,  let  me  con- 
tinue by  saying  that  altogether  I have  identified 
in  the  history  of  the  Navaho  intellectual  tradi- 
tion four  different  theories  of  disease  and  healing: 
1)  transformation  and  retransformation;  2)  frag- 
mentation and  reassemblage;  3)  infection  and 
catharsis;  4)  separation  and  reunification.2 

Theory  I.— My  research  has  led  me  to  believe 
that  the  transformation-retransformation  theory 
of  disease  and  healing  is  the  oldest  in  Navaho 
history.  It  is  also  the  most  basic  in  Navaho  chant- 
way mythology.  Its  ideology  is  quite  out  of  touch 


with  the  world  in  which  we  live,  so  that  I need 
to  do  a little  explaining  before  I can  discuss  how 
it  works. 

The  ancient  era  of  the  Navaho  hunter  was,  as 
I have  reconstructed  his  world  view,  preceded  by 
an  era  in  which  man  as  we  know  him  did  not  yet 
exist.  In  those  days  it  was  not  possible  to  dis- 
tinguish an  animal  from  a human  being,  or 
either  of  these  from  a god.  Whoever  and  what- 
ever they  were  in  those  days,  they  were  “people.” 
These  people  readily  swapped  their  appearances 
with  each  other.  If  a person  wished  to  be  a bird 
he  wore  feathers;  if  he  wished  to  be  a fish  he 
put  on  fins  and  scales;  and  if  he  wished  to  be  a 
mink  he  put  on  a mink  coat.  So,  if  you  did  not 
like  what  you  were  yesterday,  you  changed  into 
someone  or  something  else  today.  This  happy- 
go-lucky  prehuman  flux  unfortunately  came  to 
an  end  at  the  moment  of  creation;  the  animals 
got  fixed  in  the  clothes  which  they  wore  at  the 
time,  and  man,  presumably,  got  caught  in  the 
nude.  Only  the  gods  or  Holy  People  retained 
the  ability  of  transforming  themselves. 

Soon  after  his  creation,  man  first  began  to 
experience  illness.  Some  Holy  People  in  animal 
form,  whom  the  hunters  had  offended,  “trans- 
formed them”  into  sick  persons.  The  ancient 
Navaho  hunter  probably  gave  a more  specific 
explanation.  Since  a transformation  was  a mere 
change  of  skins,  he  would  have  said:  “Coyote 
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threw  his  hide  on  me”  or  “Bull-snake  put  me  in 
his  skin.”3 

The  cure  for  such  a transformational  disease 
was  extraordinarily  logical.  It  was  twofold.  First, 
one  had  to  get  rid  of  that  alien  skin,  and  second, 
one  had  to  get  reconciled  with  the  divine  animal 
whom  he  had  offended.  The  medicine  man  has 
ceremonies  to  accomplish  this.  The  alien  skin  is 
removed— or,  if  you  like,  the  patient  is  retrans- 
formed—by  passing  him  through  four  hoops.  The 
offended  divinity  must  then  be  pacified  with 
songs,  prayers,  and  offerings.  All  this  takes  place 
in  the  presence  of  numerous  Holy  People  as  well 
as  the  patient’s  kinfolk.  When  disease  is  the  re- 
sult of  broken  relationships,  healing,  at  its  best, 
is  the  consequence  of  restored  relationships 
among  all  “people.” 

Theory  II  — Next  comes  the  fragmentation-re- 
assemblage theory  of  disease  and  healing.  In  the 
previous  theory  the  distinction  between  a per- 
son and  his  disease  was  very  unclear;  falling  ill 
and  getting  well  in  each  case  meant  to  become 
another  person.  This  theory,  of  course,  works 
quite  well  with  regard  to  diseases  the  symptoms 
of  which  cannot  be  seen  but  only  felt.  Obviously, 
though,  such  problems  as  fractured  bones,  cuts, 
burns,  and  bruises  could  not  be  classified  as 
transformational  diseases.  Instead  they  were 
identified  as  smash-and-scatter  injuries.  A hoop 
ceremony,  thereby,  could  conceivably  transform 
a person  with  a broken  leg  into  another  person 
with  a broken  leg. 

In  smash-and-scatter  injuries,  the  patient  lies 
on  the  ground  as  a fragmented  person.  A medi- 
cine man  who  performs  the  Flintway  ceremonial 
identifies  with  the  patient  in  his  sorrowful  con- 
dition. He  also  identifies  with  the  first  patient 
and  the  first  healer  of  his  particular  chantway 
tradition— already  in  mythical  time,  before  hu- 
man beings  existed  and  became  ill,  Gila  Monster 
had  himself  cut  to  pieces  and  scattered  abroad; 
the  first  medicine  man  imitated  him  and  so  pre- 
figured the  sufferings  of  all  subsequent  Flint- 
way patients.4  Today  the  Flintway  singer  imi- 
tates Gila  Monster  and  the  first  medicine  man 
and  so  participates  with  his  whole  self  also  in  the 
sufferings  of  his  patient.  He  and  his  patient  lie 
both  scattered  about.  But  then  a complete  hu- 
man figure  is  drawn  with  medicines  on  a buck- 
skin. According  to  that  pattern  the  Ant  People 
and  other  Holy  People  reassemble  both  the  med- 
icine man  and  his  patient  from  scratch— in  the 
same  manner  in  which  the  first  medicine  man 


of  Flintway  and  Gila  Monster  were  reassembled 
at  the  beginning  of  time.  And  so,  while  this 
method  of  healing  is  older  than  man,  it  is  defi- 
nitely older  than  science. 

There  is  one  type  of  Navaho  healing  practice 
which  at  this  time  I cannot  classify.  It  does  not 
refer  to  the  reassambling  of  fragments,  but  it 
nevertheless  involves  beginning  from  scratch. 
Thus,  I mention  it  at  this  point.  As  it  is,  many 
Navaho  medicine  men  use  dry-paintings  in  their 
ceremonies.  Many  of  these  dry-paintings  portray 
a number  of  beneficient  Holy  People  who  are 
arranged  geometrically  around  a representation 
of  the  central  hole  of  emergence.  The  patient  is 
placed  on  the  hole  through  which,  at  the  begin- 
ning of  time,  the  ancestors  of  the  Navaho  tribe 
emerged  into  this  world.  The  meaning  of  this 
practice  is  obvious;  the  patient  is  bom  anew  at 
the  beginning  of  tribal  time  and  starts  his  life 
fresh  and  healthy. 

As  it  happens  to  be  the  case  with  Theory  I,  so 
also  the  Navaho  understanding  of  disease  and 
healing  on  the  basis  of  the  fragmentation-reas- 
semblage  theory  depends  on  relationships  among 
“people.”  Together  these  two  theories  constitute 
the  core  of  the  traditional  Navaho  healing  cult. 

Theory  III  — The  infection-catharsis  theory  of 
disease  and  healing  is  probably  the  most  familiar 
to  us.  A person  falls  ill  because  some  agent  of 
disease  has  been  introduced  into  his  system. 
Healing  thus  becomes  the  process  of  purifying 
his  system.  At  this  point  one  breathes  a sigh  of 
relief  and  says  — “finally  they  begin  to  see  the 
light.” 

I must  disappoint  you  somewhat.  What  we 
with  our  materialistic  persuasion  call  Enlighten- 
ment threw  the  Navaho  back  to  the  dark  ages 
of  witch  hunting.  Manuelito  and  his  headsmen, 
after  Fort  Sumner,  felt  that  it  was  necessary  to 
get  rid  of  a number  of  medicine  men  who  func- 
tioned on  the  basis  of  that  theory.  Injecting  and 
extracting  is  not  part  of  the  original  Navaho 
medical  tradition.  Most  people  associate  this  way 
of  thinking  with  witchcraft.  It  is  not  safe  for  a 
Navaho  medicine  man  to  claim  that  he  can  heal 
by  extracting  the  agents  of  disease.  The  Navaho 
infer  that  he  who  knows  where  to  make  the  in- 
cision must  also  know  where  the  agent  was  in- 
jected and  how  such  diseases  can  be  injected.  A 
sucking  medicine  man  runs  the  risk  of  being  ac- 
cused of  “bean-shooting”  and  of  being  a wiz- 
ard.5 In  this  connection  I suspect,  though  I can- 
not prove  it,  that  our  scientific  injection  and  ex- 
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traction  oriented  medicine  may  not  have  reduced, 
but  actually  increased,  the  burden  of  witchcraft 
on  Navaho  culture. 

From  what  the  anthropological  scholarship 
tells  us,  the  theory  of  infection  and  catharsis 
seems  to  be  implied  in  the  Navaho  use  of  the 
sweat-lodge.  Sweating  rids  the  body  of  poison- 
ous substances— so  we  have  figured  it  out,  and 
so  we  have  taught  modern  Navaho  to  think. 
Nevertheless,  in  my  study  of  the  Navaho  hunter 
tradition  I made  an  interesting  discovery.  Orig- 
inally the  Navaho  did  not  enter  a sweat-lodge  to 
be  purified,  but  to  be  transformed  into  another 
kind  of  person.  Thus,  the  use  of  the  sweat-lodge 
originally  belonged  to  theorv  number  One.  Until 
the  acceptance  of  some  scientific  medicine  by' 
the  Navaho  themselves,  the  infection-catharsis 
theory  of  disease  and  healing  belonged  exclu- 
sivelv  to  enemies  (foreigners)  and  witches. 

Theory  IV— The  separation-reunification  the- 
ory of  disease  and  healing  implies  an  anthro- 
pological dualism.  Man  consists  of  a body  and 
one  or  more  ordinarily  visible  souls.  A person 
falls  ill  when  and  if  his  soul  escapes  and  wanders 
about  free.  The  cure  is  accomplished  when  a 
shaman,  himself  in  ecstacy,  gives  chase  and  re- 
trieves the  wayward  soul. 

This  kind  of  belief  andMiealing  practice  ex- 
ists among  the  Navaho  only  in  a very  ritualized 
and  ideologically  fragmented  way.  One  can  still 
find  this  shamanic  practice  in  a rather  pure  form 
in  Siberia  and  far  north  in  America.  Neverthe- 
less, in  Navaho  Ghostway  healing  rituals  the 
singer,  who  is  aided  by  Talking-god,  returns  the 
soul  of  the  patient  from  the  underworld  to  its 
rightful  place  among  the  living.6  To  me  this 
element  in  Navaho  thinking  appears  to  be  a rem- 
nant of  their  northern  Athapaskan  heritage. 

* * <* 

With  the  exception  of  the  infection-catharsis 
theorv,  the  remaining  “orthodox”  Navaho  the- 
ories of  disease  and  healing  require  chantway 
cures.  Chants,  prayers,  and  gifts  are  very  ap- 
propriate means  in  situations  where  man’s  ef- 
forts are  aimed  at  restoring  personal  relation- 
ships. At  this  point  of  personal  relationships  we 
shall  find,  perhaps,  the  primary  difference  be- 
tween Navaho  and  paleface  medicine  men. 

In  the  world  of  Navaho  medicine  men,  there 
are  no  things,  no  forces,  no  equilibriums,  no  dy- 
namisms, no  processes;  there  are  only  people, 
great  people,  and  Holy  People.  Let  me  give  an 
example. 


A few  months  ago  I accompanied  one  of  these 
Navaho  professional  men  when  he  went  to  dig 
a medicine  plant.  The  plant  had  two  stems  and 
two  heads,  and  for  that  reason  he  spoke  of  it  in 
plural  form: 

You  are  my  grandchildren.  As  the  days  go  on 
we  will  hold  on  to  each  other.  You  will  be  my 
medicine.  Together  we  shall  be  the  Long-life- 
and-happiness-one.  There  will  be  happiness  be- 
fore us  and  behind  us.  Long-life  and  happiness 
is  ours.  Long-life  and  happiness  is  ours. 

While  he  spoke  this  and  other  prayers,  he  en- 
tered into  a covenant  relationship  with  that 
plant  person  by  sprinkling  pollen  on  the  plant 
and  on  himself. 

Where  does  this  leave  the  scientific  doctor? 
I dare  sav  that  not  until  we  deem  it  reasonable  to 
speak  to  our  medicines  will  we  be  able  to  under- 
stand the  Navaho  medicine  man.  We  might  claim 
that  it  is  silly  to  speak  to  a material  compound, 
as  we  might  also  claim  that  it  is  silly  to  speak  to 
gods.  But  do  we  really  understand  what  our 
drugs  are?  We  do  even  know  how  and  why  them 
really  work?  For  all  I know,  they  would,  or  the) 
would  not,  work  better  if  we  relate  to  them  as 
persons.  But  of  this  I am  convinced.  Had  we 
kept  on  speaking  to  our  medicines,  our  young 
people  would  not  have  gotten  hooked  on  them. 

Yes,  indeed,  there  is  a risk  involved  in  grant- 
ing personhood  to  whatever  we  wish  to  keep 
under  our  control.  My  Navaho  medicine  man  was 
caught  in  this  same  dilemma.  After  he  had 
prayed  to  the  medicine  plant  he  knew  it  as  a 
person.  He  could  no  longer  dig  it  out  and  take  it 
home  with  him.  So  he  turned  and  took  another 
plant. 
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ACUPUNCTURE  AND  BODY  ENERGIES 

WILLIAM  A.  McGAREY,  M.D. 


EDI  TOR'S  NOTE:  The  following  article  is  presented 
to  readers  of  Arizona  Medicine  to  present  mater- 
ial with  full  knowldge  that  controlled  studies  of 
acupuncture  by  western  scientists  and  clinicians 
are  needed. 

Acupuncture  is  a topic  which  has  caught  the 
imagination  of  the  American  people  and  forced 
itself  into  the  awareness  of  the  Western  physician 
as  a subject  which  must  be  dealt  with  in  one 
manner  or  another.  This  report  deals  with  acu- 
puncture as  an  anesthetic  agent  and  with  some 
of  the  concepts  that  have  been  advanced  relative 
to  its  mode  of  action. 

Dr.  Ian  Urquhart  is  a resident  of  Tokyo,  Japan. 
He  is  a Ph.D.,  and  a graduate  of  the  Oriental 
School  of  Medicine  located  there.  Over  the  past 
several  years,  he  has  been  associated  with  the 
Medical  Research  Division  of  the  Edgar  Cayce 
Foundation,  and  I have  been  in  correspondence 
with  him  relative  to  his  researches  in  Japan  and 
those  we  have  been  doing  here  in  the  United 
States. 

Appended  to  this  report  is  a paper  he  pre- 
pared in  November  of  1971  (with  some  illustra- 
tions I have  added)  and  which  he  has  given  us 
permission  to  use.  The  paper  describes  the  work 
he  did  with  Professor  M.  Hyodo,  Chairman  of 
the  Department  of  Anesthesiology  of  the  Osaka 
Medical  University  in  Osaka.  These  two  men 
replicated  the  acupuncture  meridian  anesthesia 
which  has  received  such  world-wide  attention  in 
China. 

While  the  anesthesia  thus  produced  claims 
our  most  immediate  attention  because  of  its 
unusual  character  and  its  potential  value,  related 
information  has  also  come  to  light  in  our  studies 
which  should  be  reported  in  context  with  the 
primary  subject. 

In  our  research  with  the  Edgar  Cayce  psychic 
information,  we  have  frequently  observed  Cay- 
ce s description  of  a flow  of  energy  in  the^  human 
body  which  takes  the  form  of  a figure-of-eight, 
and  which  apparently  has  no  relationship  at  all 
to  the  presently  known  systems  in  the  human 
body  which  we  call  the  circulatory,  lymphatic. 
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and  nervous  systems.  Neither  does  it  apparently 
relate  directly  to  the  twelve  or  fourteen  acu- 
puncture meridians  described  in  the  ancient 
Chinese  medical  literature.  Cayce  implied  that 
it  had  to  do  instead  with  a “higher  energy  body” 
which  is  a part  of  every  physical  body.  In  her 
book,  BREAKTHROUGH  TO  CREATIVITY, 
Karagulla1  tells  how  the  sensitives  she  has  work- 
ed with  have  described  the  same  sort  of  an 
energy  flow.  Eeman2  also  described  such  a figure- 
of-eight  which  he  utilized  in  a therapeutic  man- 
ner. In  a recent  paper,3  I reported  on  various 
healing  practices  throughout  the  world  which 
may  be  dealing  with  the  same  phenomenon. 

Urquhart4  recently  informed  me  of  further 
work  he  is  undertaking  in  Tokyo  which  to  him 
(and  to  me)  substantiates  to  some  degree  the 
existence  of  such  an  unusual  flow  of  energy  in 
the  human  body.  He  reports:  “The  ‘figure  8’ 
circulation  outline  is  being  used  in  pain  control 
experiments.  Very  briefly:  the  ‘figure  8’  is  divid- 
ed into  quadrants,  meridians  in  the  area  are 
piqured  with  conventional  acupuncture  needles 
and  then  connected,  in  diagonally  opposing 
quadrants,  by  simple  electrical  wires  that  have 
inserted  in  them  small  diodes  or  transistors  that 
allow  unidirectional  flow  only  . . . seems  like 
the  excess  of  ‘energy’  (.  . . still  for  lack  of  a 
better  word  . . .)  in  the  painful  part  can  be 
drained  or  conversely  a lack  can  be  overcome. 
Interestingly  ...  if  the  diode  permits  flow  in 
the  wrong  direction  . . . that  is  to  an  excess 
rather  than  away  from  it  . . . the  patient  com- 
plains not  of  increased  pain  but  rather  states 
that  there  is  no  change  in  sensation.  Then,  sim- 
ply by  reversing  the  ‘direction  of  flow  lead’ 
relief  is  obtained  . . . With  Drs.  Manaka  and 
Tany,  work  has  been  done  using  the  same  basic 
technique  in  severe  burns  with  excellent  results. 
There  is  one  difference  here  — the  burned  area 
was  not  needled’  but  covered  with  kitchen  alum- 
inum foil.  The  most  startling  case  so  far  has 
been  a severe  third  degree  burn  covering  the 
axilla,  chest  (lateral  half  of  the  pectoralis  major) 
and  extending  into  the  neck.  The  burned  area 
was  covered  with  the  aluminum  foil  and  con- 
nected by  the  wire  to  the  opposing  contralateral 


leg  where  acupuncture  needles  had  been  placed 
in  meridian  points,  in  keeping  with  the  ‘figure 
8’  circulation.  Within  10  minutes  all  pain  had 
ceased,  and  the  patient  had  a full  night’s  sleep, 
pain  free  without  medication.  There  was  some 
return  of  pain,  of  decreased  intensity  the  follow- 
ing day.  Treatment  was  repeated,  and  palliative 
results  of  the  previous  day  were  obtained.  It 
was  interesting  to  note  the  cessation  of  body 
fluid  exudation  and  the  early  ‘healing  crusting.’ 
Gentle  passive  movements  could  begin,  without 
pain,  preventing  adhesions  and  loss  of  joint  func- 
tion. Recommended  follow-up  treatment  after 
tissue  regeneration;  use  of  castor  oil  locally  ac- 
cording to  Cayce  suggestions  for  control  of 
scar  tissue.” 

Undoubtedly  there  are  efforts  being  made  in 
many  foreign  medical  centers  (that  are  also 
oriented  to  the  use  of  acupuncture)  to  determine 
the  nature  and  useful  extent  of  therapy  designed 
to  utilize  those  bodv  energies  which  are  as  yet 
poorly  known  or  understood  but  which  we  now 
must  admit  actually  exist. 

E.  Grey  Dimond,  Professor  of  Medicine  and 
Provost  for  the  Health  Sciences,  University  of 
Missouri  at  Kansas  City,  after  his  historic  trip 
to  China  several  months  ago,  saw  a small  but 
significant  margin  of  truth  in  acupuncture  ther- 
apy and  has  pointed  out  the  need  for  research 
proof  to  understand  how  or  why  it  works.  He 
said:5  “We  Americans  are  so  eager  to  try  new 
health  care  fads,  from  yogurt  to  jogging  to  Zen, 
that  one  can  only  regretfully  predict  a massive 
human  pincushion  promotion.  The  impossibility 
of  getting  the  necessary  research  done  before 
this  wave  of  needles  gets  loose  in  the  land  makes 
one  sad.”  But,  about  surgical  anesthesia  obtained 
with  manipulated  or  electrically  stimulated  acu- 
puncture needles,  Dimond  posed  unanswered 
questions  and  noted  that  “Acupuncture  anes- 
thesia deserves  thoughtful  review  with  an  open 
mind  by  Western  medicine.” 

This  report,  with  its  appended  paper  by  Dr. 
Urquhart,  is  intended  simply  as  an  effort  to 
keep  us  current  in  this  new  field  of  body  ener- 
gies and  to  stimulate  the  research  which  Dr. 
Dimond  points  out  is  so  urgently  needed. 
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APPENDIX 

DRUGLESS  ANAESTHESIA  BY 
ACUPUNCTURE 

IAN  A.  URQUHART,  Ph.D. 

Tokyo  Metropolitan  Government 
Fuchu  Institute  of  Rehabilitation 
School  of  Physical  and  Occupational  Therapy 
2-9-2  Musashidai,  Fuchi-Shi  183 
Tokyo, Japan 

Much  has  been  seen  on  television  here  in 
Japan  of  Chinese  surgical  procedures  being  per- 
formed with  the  only  anaesthetic  being  a few 
well  placed  acupuncture  needles.  The  surgery 
filmed  by  national  Japanese  TV  crews  has  been 
of  the  most  extensive  kind:  craniotomy  with 
draining  of  subarachnoid  hemorrhage  and  thor- 
acic surgery.  During  the  surgical  intervention, 
the  patient  was  awake,  pain  free,  and  active  in 
such  things  as  sipping  fruit  juice  or  even  reading. 
That  formidable  degree  of  anaesthesia  is  of 
academic  interest  to  us  as  acupuncturists,  but 
it  does  raise  some  very  disturbing  questions  on 
our  presently  accepted  neurophysiological  and 
neuro-anatomical  concepts. 

Of  great  interest  to  acupuncturists  is  the  anal- 
gesic effects  for  most  of  our  clinical  endeavors 
revolve  around  the  “Pain  Problem”  that  initially 
brings  the  patients  to  our  office.  I should  like 
to  report  now  on  the  successful  duplication,  here 
in  Japan,  of  the  Chinese  remarkable  break- 
through. The  literature  from  China  has  not  given, 
as  far  as  I have  been  able  to  find  out,  complete 
or  sufficient  particulars  as  to  the  procedures  or 
techniques  used  to  obtain  such  complete  desen- 
sitizing of  body  parts  leaving  motor  function 
and  perception  undisturbed. 

In  the  last  week  I attended  the  “Pain  Clinic” 
at  Osaka  Medical  University  Department  of 
Anaesthesiology  for  four  days  of  experimenta- 
tion and  research  in  collaboration  with  my  friend 
and  mentor,  Professor  M.  Hyodo,  chairman  of 
the  department.  Two  approaches  were  made 
to  the  investigation  of  needle  anaesthesia. 

One:  A neurological  approach. 

Two:  Meridian  approach. 

Case  reports  will  illustrate  the  M.O.  and  tech- 
nique. Needle  anaesthesia  can  be  obtained  in 
two  ways:  with  the  use  of  an  electrical  current 
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or  by  needles  alone.  In  the  following  two  cases, 
method  one  (with  electricity)  was  the  method 
of  choice. 

Equipment:  Experimental  electrical  apparatus 
that  will  produce  a current  of  controlled  vari- 
ables from  a line  current  of  110  volts,  60  cycles. 
Variables: 

(1)  Cycles  — From  10  to  9,000  cycles  per 
second. 

(2)  Voltage  — 12  or  24  volts. 

(3)  Micro-Amps  — Up  to  2,400  micro-amps. 

(4)  Form  — Variable  pulsed,  sine  or  square 
waves. 

Techniques:  Neurological  Approach:  According 
to  the  distribution  of  the  pain  relationship  to 
the  nerve  supply  for  the  area,  one  needle  is 
inserted  close  to  the  nerve  trunk  at  a point 
proximal  to  the  pain  area. 

Meridian  Approach:  Pulse  diagnosis  is  made 
to  determine  the  meridian  involved;  substan- 
tiation is  sought  by  palpation  and  investigation 
of  the  IU  points.  (The  IU  points  are  all  located 
on  the  back  and  are,  regardless  of  associated 
organ,  situated  on  the  bladder  meridian  at  the 
lateral  tips  of  the  vertebral  spinous  processes.) 
According  to  the  above  information,  a point 
is  selected  that  will  either  tonify  or  disperse 
the  meridian.  (Pulse  diagnosis  according  to 
the  five  elements  being  the  most  accurate  and 
direct  method  to  determine  location  selection) 
The  needle  is  inserted  at  the  selected  point. 
Current  Application:  As  can  be  seen,  the  elec- 
trical apparatus  offers  a wide  selection  of 
frequencies  and  output.  Each  patient  has  an 
individual  “cycle”*’  to  which  he  responds  best, 
but  good  results  have  been  obtained  with  an 
output  of  12  micro-amps  at  250  cycles  per 
second  pulsed,  as  well  as  with  the  output  of 
120-240  micro-amps  and  as  high  as  9,000  cycles 
per  second. 

NOTE:  We  have  recommended  to  the  equip- 
ment maker  some  changes  that  we  feel  will 
make  it  possible  to  find  a simple  “optimal”  range. 
We  have  found  that  for  analgesia  the  current 
selection  does  not  need  to  be  so  individual  in 
frequency. 

Other  equipment  used  in  testing: 

Needles for  pain  sensation 

Cotton for  touch  sensation 

Moxa for  heat  sensation 

“This  is  determined  by  the  subjective  reporting  of  a sensation 
called  “Tokki”  — meaning:  reaction  to  the  needle.  It  isn’t  “pain” 
or  “discomfort”  but  rather  a sensation  of  “heavy”  or  “activity.” 
We  find  this  fact:  If  there  is  no  “Tokki,”  there  is  no  (or  very, 
very,  very  slight)  effect  (anaesthesia  or  analgesia). 


Forceps  for  pain-touch-pinch 

CASE  NO.  1 (Neurological  Approach) 

Patient:  Mrs.  A.  30  years  old.  Office  worker 
(Japanese  typist).  The  use  of  this  typewriter  in- 
volves shoulder  movement  on  one  side  with  the 
arm  in  constant  abducted  position  at  about  45° 
and  moving  in  forward  flexion  an  extension  in 
limited  range  holding  the  abduction  angle.  The 
contralateral  arm  describing  similar  movements 
but  in  lesser  degree  of  range  and  in  a more  rest- 
ful position. 

Complaints  and  History:  About  five  months 
previously,  there  was  gradual  onset  of  pain  in 
forearm  and  hand  on  the  left  side  (less  active 
arm).  Feeling  of  numbness,  loss  of  strength, 
marked  (painful)  discomfort  in  the  ulnar  nerve 
distribution  of  the  forearm  and  fingers.  Patient 
had  been  treated  with  several  physical  therapy 
procedures,  injections,  medicaments  without  sat- 
isfactory results.  X-ray  examinations  of  neck, 
shoulder  and  arm  were  negative.  Patient  ap- 
peared to  be  a well  nourished  and  adjusted  in- 
dividual and  was  referred  to  pain  clinic  at  Osaka 
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Medical  University  due  to  refractory  pain. 

Examination:  The  examination  of  the  area 
was  done  in  a routine  sensory  testing  manner 
for  pain,  touch,  pressure  and  heat.  The  Oriental 
medical  examination  indicated  a deficiency  of 
energy  in  the  meridian  of  the  small  intestine. 

( This  has  an  ulnar  nerve  pathway  proximity. ) 
Patient  seemed  hyperalgesic. 

Application  and  Point  Selected:  At  the  elbow, 
medial  and  superior  to  the  tip  of  the  olecranon 
process.  (Fig.  1)  One  #3  Japanese  acupuncture 
needle  was  inserted  and  connected  to  one  termi- 
nal of  the  equipment.  The  inactive  elctrode  was 
applied  to  the  contralateral  leg.  Output:  12  volts, 
9,000  cvcles,  and  maximum  patient  tolerance 
at  the  active  electrode  50  micro-amps. 

First  Minute:  Pain  sensation  ceased.  Numbness 
sensation  ceased.  The  previously  present  hyper- 
algesia decreased  to  “normal”  on  testing  with 
pin. 

Third  Minute:  “Good  feeling”  reported  by  the 
patient.  No  evidence  of  sensation  in  touching 
the  patient  with  a needle,  frequently  and  strong- 
ly. Patient  could  not  detect  “light  touch”  with 
cotton.  Heavy  pressure  detected  but  not  uncom- 
fortable. Heat  sensation  perception  decreased. 

Tenth  Minute:  No  feeling  registered  by  patient 
to  strong  heat,  puncturing  skin  with  #5  acu- 
puncture needle,  pinching  and  lifting  skin  with 
forceps. 

The  Desensitized  Area:  Proximal  to  the  needle 
insertion  at  the  olecranon  process:  Some  altered 
sensation  of  decreasing  degrees  up  to  the  middle 
of  the  deltoid.  The  radial  portion  of  arm  and 
hand  showed  normal  sensation  throughout  the 
test.  There  was,  however,  complete  absence  of 
sensation  from  the  point  of  needle  insertion 
down  to  distal  ends  of  fingers  in  ulnar  nerve 
distribution. 

CASE  NO.  2 (Oriental  Medicine  Approach) 

Patient:  Mrs.  B.  54-year-old  housewife.  Car 
accident  one  year  previously.  Diagnosed  as  “whip 
lash”  injury.  Previous  treatments:  routine  con- 
servative treatment  and  physical  therapy,  some 
cervical  traction,  at  three  other  hospitals.  Patient 
referred  to  the  University  Hospital  pain  clinic. 

Complaints:  The  main  complaint  was  of  severe 
and  sickening  headaches,  neck  pain,  general 
malaise.  Patient  had  a severe  headache  at  the 
time  of  treatment.  She  appeared  quiet,  face  color 
rather  pale  in  complexion,  and  skin  was  moist 
(temperature  of  the  day:  normal  cool  for  Octo- 
ber). The  examination  was  based  on  pulse  diag- 


nosis showing  a gross  imbalance  of  the  gall 
bladder  pulse  which  corresponded  to  the  merid- 
ian distribution  that  fully  related  to  the  pain 
areas  as  described  by  the  patient.  Examination 
by  palpation:  the  gall  bladder  meridian  was 
found  to  be  unbearably  painful  at  several  points 
but  for  testing  purposes  the  most  distal  point  on 
the  second  toe,  lateral  aspect,  was  selected  due 
to  ease  of  location  and  sensitivity.  There  is  a 
relationship  between  the  meridian  of  the  gall 
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bladder  (Fig.  2)  with  the  liver  meridian  and  as 
an  additional  check  point  the  liver  meridian  point 
#8  (Fig.  3)  at  the  medial  aspect  of  the  knee  was 
also  chosen.  This  last  point  gave  edvidence  of 
marked  hyperalgesia  on  very  slight  finger  pres- 
sure. 

Application  and  Point  Selected:  Gall  bladder 
point  #12  was  chosen  for  the  site  of  needle  im- 
plantation. Point  #12  is  located  at  the  posterior 
inferior  edge  of  the  mastoid  process  (Figs.  4 and 
5).  Singleneedle  application  on  the  right  side. 
Left  side  gall  bladder  and  liver  meridian  points 
to  be  demonstrably  more  normal  (no  pain  re- 
action on  pressure).  The  choice  was  then  made 
for  piqure  on  the  right  side.  Active  electrode  at- 
tached to  needle  (#3  Japanese  acupuncture 
needle),  and  the  indifferent  electrode  placed 
in  contact  with  the  contralateral  leg.  Current: 
9,000  cycles  per  second;  150  microamps;  12  volts. 

First  Minute:  Patient  states  head  pain  less 
oppressive.  Meridian  points  less  sensitive  to 
slightly  increased  finger  pressure. 

Third  Minute:  Head  pains  subsided  — head 
reported  feeling  slightly  heavy.  Meridian  points 
showing  markedly  decreased  sensation  to  pres- 
sure. Painful  head  areas  now  undisturbed  by 
substantial  finger  pressure. 

Seventh  Minute:  Subjective  “head  now  feels 
good”  report  by  patient.  Neck  insensitive  to 
deep  pricking  and  penetration  by  needle.  Light 
touch  could  not  be  detected  on  forehead,  neck, 
and  lower  leg,  gall  bladder  meridian  pathway. 
Maximum  finger  pressure  to  terminal  point  of 
gall  bladder  meridian  and  liver  meridian  point 
evoked  no  reaction  from  patient.  Skin  color  of 
face  now  a normal  pink  tint,  and  no  moisture  ap- 
parent. Forceps  pinching  brought  no  patient 
reaction. 

CONCLUSIONS 

The  efficacy  of  the  analgesic  effects  are  evi- 
denced by  both  the  neurological  and  meridian 
point  approach.  More  experiments  are  being 
conducted  in  the  areas  of  meridian  distribution 
pain  and  the  distant  effects  obtained  as  in  Case 
No.  2 (from  the  mastoid  process  to  the  distal 
end  of  the  digits  of  the  foot)  investigation  into 
the  selectivity  of  these  procedures  on  the  sen- 
sory nerves  leaving  the  motor  pathway  undis- 
turbed continue.  This  procedure  appears  to  of- 
fer a rapid,  non-toxic  analgesic  procedure  that 
to  date  has  demonstrated  no  side  effects  and 
favorably  appears  to  affect  the  pain  threshold 
even  in  nontreatment  time. 
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PROFESSIONAL  AND  ECONOMIC  REQUIREMENTS  FOR  A 
SYSTEM  OF  HEALTH  CARE  DELIVERY 


A Special  Medical  Advisory  Group  composed 
of  members  of  the  medical,  dental,  and  allied 
scientific  professions  has  recently  reported 
(JAMA,  June  5,  1972,  Vol.  220,  No.  10)  on 
“Helping  to  Meet  Health  Care  Needs  of  the 
Nation”  at  the  request  of  the  Veterans  Admin- 
istration. Nine  points  are  made,  namely,  that 
we  need: 

1 ) A functional  integration  of  the  health  serv- 
ices and  resources  of  any  region  and  thgir  effec- 
tive utilization  for  the  transmission  and  en- 
couragement of  new  knowledge  and  techniques 
in  order  to  provide  hgih  quality  care,  and  make 
optimal  use  of  all  health  manpower, 

2)  Comprehensive  health  care  services  that 
are  available,  accessible,  and  economically  feas- 
ible for  all  U.  S.  citizens,  with  participation  by 
the  recipient  in  the  financing  of  the  service,  de- 
pending on  his  ability  to  pay, 

3)  Maintenance  of  choice  of  selection  of  the 
type  of  service  and  the  professional  providing 
the  service. 

4)  Maintenance  of  the  quality  of  health  serv- 
ices through  peer  review,  continuing  education, 
and  continuing  professional  evaluation  of  all 
health  professionals, 

5)  Built-in  tangible  and  scaled  incentives  for 
both  professionals  and  institutions  for  effecting 
economy  of  operation, 


6)  Built-in  mechanisms  for  the  protection  of 
the  necessary  traditional  types  and  for  the  crea- 
tion of  new  types  of  health  manpower  and 
facilities  for  continuous  evaluation  and  improve- 
ments in  the  system  for  health-care  delivery, 

7 ) Built-in  mechanisms  for  maintaining  steady 
progress  in  the  state  of  the  art  and  science 
through  research, 

8)  Improved  awareness  by  those  who  use  the 
systems  of  where  and  how  services  are  available, 
and  assurance  that  they  will  be  available  and 
continued  as  long  as  needed,  and 

9)  Provision  of  health  services  by  a method 
that  enhances  not  only  the  dignity  and  self- 
respect  of  the  individual,  but  which  contributes 
to  the  total  society  of  which  he  is  a part. 

Organized  medicine  needs  to  harness  the  needs 
of  the  private  and  public  sectors  into  a work- 
able coalition.  The  Veterans  Administration  has 
linked  the  two  in  the  past  with  varying  degrees 
of  success  and  failure,  particularly  in  the  area 
of  medical  education  and  the  care  of  veterans. 
In  the  next  editorial  the  recommendations  by 
the  special  Medical  Advisory  Group  for  VA  con- 
tributions to  the  expansion  and  improvement  of 
medical  education  and  health  care,  in  general, 
will  be  commented  upon. 

John  R.  Green,  M.D. 
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THE  SUICIDE  OF  ArMA 


JOHN  J.  STANDIFER,  AA.D. 
PRESIDENT 


During  a recent  meeting  one  man  referred 
to  an  action  as  “delaying  the  suicide  of  ArMA.” 
He  was  asked  to  clarify  this  reference.  He  ex- 
pressed the  belief  that  organized  medicine  is  not 
responding  to  the  demands  of  society  and  to 
conditions  that  exist;  that  we  don’t  face  reality; 
we  don’t  meet  the  needs  of  society.  Particularly, 
he  was  concerned  with  our  lack  of  enthusiasm 
for  HMO’s,  increasing  government  medical  care, 
and  increasingly  highly  organized  modes  of 
“health  care  delivery.” 

I agree  we  are  threatened.  I don’t  agree  with 
the  source.  Our  problems  are  more  basic  and 
I don’t  think  the  answers  all  lie  in  increased 
submission  to  the  plans  prepared  for  us  by  plan- 
ners and  schemers  outside  the  profession,  al- 
though there  may  be  merit  in  their  concepts. 
The  problem,  to  me,  is  twofold;  the  provision  of 
the  highest  possible  quality  of  medical  care  and 
its  provision  at  a cost  within  the  reach  of  those 
who  need  it.  Anything  that  promotes  the  attain- 
ment of  these  goals  will  alleviate  any  other  pres- 
sures we  face. 
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We  are  approaching  these  problems.  The  ade- 
quacy of  our  approach  will  be  revealed  by  the 
state  of  health  of  the  patient  — organized  medi- 
cine. 

Increased  emphasis  on  continuing  medical 
education  under  the  guidance  of  our  Medical 
Education  Committee  is  one  answer.  This  com- 
mittee is  continually  evolving  new  approaches 
and  promoting  new  programs  to  help  us  improve 
total  quality  of  care.  They  are  changing  require- 
ments for  certification  to  take  into  account  self- 
education  efforts  and  taking  steps  to  become  a 
recognized  accrediting  body  for  continuing  med- 
ical education  programs.  Those  among  us  who 
have  become  so  engrossed  in  direct  care  of  pa- 
tients that  we  have  not  refreshed  our  knowl- 
edg  will  be  encouraged  to  do  so.  Many  are  un- 
affected except  for  the  inconvenience  of  report- 
ing what  they  already  do.  This  seems  to  me  a 
small  price  to  pay  to  be  your  brother’s  helper. 
With  the  increased  involvement  of  Regional 
Medical  Programs  and  increasing  depth  and 
variety  of  educational  experiences  available,  I 
think  we  will  all  profit  from  these  developments. 

Peer  review  is  another  effort  to  improve  qual- 
ity of  care.  This  is  educational  and  can  be  help- 
ful in  control  of  less  than  adequate  practices. 
We’ve  been  doing  this  in  hospitals  for  a long 
time.  It  needs  to  be  applied  over  a wider  range 
of  patient  care  to  be  as  effective  as  possible. 
Foundations  are  taking  peer  review  into  all  as- 
pects of  patient  care. 

Peer  review  is  designed,  also,  to  help  control 
utilization  and  consequently  cost.  It  is  hoped 
that  spiralling  costs  of  hospitalization  can  even 
be  curbed  in  some  way.  This  is  a dilemma  that 
affects  us  profoundly.  Might  foundations  with 
their  organization  deal  with  this  more  effectively? 
They  can  provide  mechanisms  for  care  of  med- 
ically disadvantaged  groups  by  contracting  for 
care  from  within  the  framework  of  medicine. 
I think  they’re  worth  a try. 


Dean's  Page 

J 

A PROGRAM  OF  COMMUNITY 
PSYCHIATRY 

Community  psychiatry  represents  a new  ap- 
proach to  the  care  of  the  mentally  ill.  In  current 
usage,  the  term  has  a wide  variety  of  specific 
meanings  and  applications,  but  in  all  commu- 
nity psychiatry  programs  two  features  are  always 
prominently  emphasized:  first,  development  of 
coordintaed  and  cooperative  service  activities, 
involving  the  various  agencies  and  professionals 
in  a given  locale.  Second,  a concern  for  develop- 
ment of  services  aimed  at  the  prevention  of 
mental  illness  as  well  as  its  diagnosis  and  treat- 
ment. 

This  dual  thrust  provides  an  excellent  setting 
for  teaching  programs  in  psychiatry  at  all  levels 
— medical  student,  psychiatric  resident  or  prac- 
ticing physician.  Recognizing  this,  the  Depart- 
ment of  Psychiatry  of  the  College  of  Medicine 
became  an  active  participant  in  two  comprehen- 
sive community  phychiatric  programs. 

A major  community  activity  of  the  Department 
was  developed  through  an  affiliation  with  the 
Palo  Verde  Foundation  for  Mental  Health.  This 
involves  the  cooperation  of  multiple  agencies  in 
a single  program  and  provides  for  a focus  on  pre- 
ventive as  well  as  treatment  programs.  The  Palo 
Verde  Foundation,  a non-profit,  community- 
sponsored  organization,  operates  Palo  Verde 
Hospital,  the  Tucson  Child  Guidance  Center  and 
the  Suicide/Crisis  Prevention  Center.  The  Affi- 
liation between  the  Foundation  and  the  Depart- 
ment of  Psychiatry  has  made  it  possible  to  ex- 
tend the  range  of  services  of  these  several  agen- 
cies, while  simultaneously  furnishing  the  basis 
for  development  of  research  and  educational  pro- 
grams. 

The  service  agencies  of  the  Foundation  pro- 
vide the  full  range  of  services  which  have  come 
to  be  associated  with  a community  mental  health 
program.  Palo  Verde  Hospital  offers  in-patient 
care  for  adults  and  adolescents,  and  staff  of  the 
Hospital  are  deeply  involved  in  the  delivery  of 
out-patient  services.  The  Hospital  also  oper- 


ates a walk-in  and  emergency  service.  This 
supplements  the  services  rendered  by  the  Sui- 
side/Crisis  Prevention  Center,  which  provides  a 
crisis-oriented,  telephone  contact  point  that  is 
available  24  hours  a day.  The  Tucson  Child  Guid- 
ance Center  provides  both  out-patient  services 
for  children  and  an  extensive  program  of  con- 
sultation services  designed  to  assist  schools, 
courts  and  other  community  agencies. 

The  Palo  Verde  Foundation  is  a voluntary 
organization  operating  under  community  spon- 
sorship. Working  closely  with  the  Foundation, 
the  Department  of  Psychiatry  could  thus  de- 
velop a broad  base  of  community-related  teach- 
ing activities.  In  addition,  the  Department  has 
joined  with  two  of  the  major  public  mental  health 
agencies  in  the  community  to  extend  those  teach- 
ing activities  still  further.  Through  the  Com- 
bined Mental  Health  Care  Program,  the  De- 
partment is  allied  with  the  Pima  County  Gen- 
eral Hospital  and  the  Southern  Arizona  Metnal 
Health  Center.  Together,  the  participating  agen- 
cies provide  comprehensive  mental  health  serv- 
ices for  a population  to  which  such  a broad  range 
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of  services  was  not  previously  available.  To  ac- 
complish this,  the  Hospital  and  the  Center  joined 
in  a single  service  effort,  and  the  Department 
of  Psychiatry  assumed  responsibility  for  develop- 
ing a variety  of  associated  educational  programs. 

The  Combined  Mental  Health  Care  Program, 
like  the  Foundation,  offers  what  are  generally 
considered  the  five  basic  services  for  a commu- 
nity psychiatric  program,  namely:  in-patient 
care,  out-patient  care,  day  hospital  care,  emer- 
gency services  and  agency  consultation.  The 
Neuropsychiatric  Ward  of  the  Pima  County 
General  Hospital  is  the  base  of  operations  for 
the  Program’s  in-patient  service.  Patients  sleep 
there,  but  during  the  day  they  are  taken  to  the 
Southern  Arizona  Mental  Health  Center  to  par- 
ticipate in  the  active  treatment  program  of  the 
Center’s  Day  Hospital.  The  Southern  Arizona 
Mental  Health  Center  also  provides  the  out- 
patient service,  while  staff  members  of  both  the 
Hospital  and  the  Center  provide  emergency  and 
agency  consultation  services. 


Psychiatry  today  is  practiced  in  hospitals, 
mental  health  centers,  private  offices,  compre- 
hensive health  care  clinics  and  many  other  serv- 
ice facilities.  Accordingly,  it  must  be  taught  in 
these  various  settings  in  order  to  impart  to  med- 
ical students  and  residents  the  principles  in  car- 
ing for  an  individual  patient  and  the  application 
of  those  principles  in  different  settings.  Similar- 
ly, ongoing  educational  and  research  activities 
clearly  strengthen  the  service  settings  in  which 
they  are  conducted.  Thus  it  is  advantageous  to 
establish  partnerships  between  academic  psy- 
chiatry departments  and  community  oriented 
service  programs.  The  value  of  such  a partner- 
ship is  clearly  evident  in  the  affiliations  de- 
scribed herein. 


ArMA 


Medical  History 


M.  V.  WHITMORE,  M.D. 


EARLY  MEDICAL  CONDITIONS  IN  ARIZONA 
M.  V.  Whitmore,  M.D. 

Tucson,  Arizona 

Read  before  the  Pima  County  Medical  Society, 
January,  1926. 

Editor's  Note: 

At  the  time  Dr.  Whitmore  delivered  this  ad- 
dress and  it  was  published  in  Southwestern  Medi- 
cine April  1927,  it  marked  the  first  thirty  years 
which  he  had  spent  in  practice  in  Tucson.  Dr. 
Whitmore  wrote  frequently  on  Arizona  history, 
with  clarity  and  entertainment,  as  he  lived  it. 
Later  in  his  career,  he  was  troubled  by  a charge 
of  narcotics  violation,  was  convicted,  many  felt 
unjustly,  and  was  later  fully  pardoned  by  THE 
President.  An  editorial  in  the  Tucson  Daily  Citi- 
zen, October  26,  1930,  is  a glowing  tribute  to 
Dr.  Witmore  and  it  was  by  way  of  welcoming 
him  home  after  his  incarceration  and  it  reads,  in 
part: 

"After  a long  and  distinguished  career  of 
usefulness  both  as  a physician  and  a citizen, 
he  was  convicted  of  violations  of  the  federal 
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narcotic  act.  This  he  has  expiated,  and  he  has 
recently  returned  to  Tucson  after  having 
been  pardoned. 

"We  recite  the  fact  not  further  publicize 
his  misfortune,  but  to  predicate  a suggestion. 

It  is  a delicate  subject  but  it  is  a family 
affair  of  Tucson's  and  we  hope  it  violates  no 
canon  of  good  taste.  It  is  that  Tucsonians  now 
give  complete  substance  to  the  pardon  which 
has  restored  their  old  neighbor  to  his  home 
and  fellows. 

"As  to  the  conviction  itself,  we  may  dis- 
miss it  as  a thing  accomplished  and  irrevoc- 
able, after  saying  that  few  if  any  of  us  be- 
lieve that  Dr.  Whitmore  was  consciously 
criminal  in  any  of  the  acts  on  which  the 
charge  was  based.  Despite  this,  he  submitted 
himself  to  authority  in  good  faith  and  an 
unembittered  spirit,  and  in  that  mood  he 
has  returned  to  the  town  which  he  loves. 

"He  has  been  a resident  of  Tucson  for  38 
years;  he  has  been  one  of  the  most  consistent 
friends  which  our  university  has  had.  He  is 
a former  chancellor  of  the  institution;  his 
only  son  is  a graduate  of  it.  Against  this  there 
is  nothing  to  mark  up  but  an  unconscious, 
profitless  violation  of  the  law,  and  we  think 
Tucson  is  big  enough  to  wipe  that  out  and 
remember  it  no  more  forever,  giving  this 
patriarchal  healer  a whole-hearted  and  un- 
reserved welcome  home."  , 

Dr.  Whitmore  lived  out  his  time  in  Tucson  and 
died  in  1940.  There  was  never  any  question 
about  the  esteem  of  his  fellow  citizens. 

In  making  a survey  of  a third  of  a century, 
I can  hope  to  hit  only  the  high  places.  My  com- 
ing to  Tucson  was  one  of  the  results  of  the 
murder  of  Dr.  J.  C.  Handy  in  this  city  in  Septem- 
ber, 1891.  Bad  feeling  had  been  engendered  be- 
tween the  doctor  and  Francis  J.  Heney  — then 
a young  lawyer  here  — because  the  latter  had 
taken  the  case  of  Mrs.  Handy  for  divorce  against 
the  doctor,  after  every  other  lawyer  in  the  city 
had  declined.  The  report  is  that  for  a year,  when- 
ever Heney  happened  to  be  within  the  sound  of 
Dr.  Handy’s  voice,  loud  threats  were  made 
against  the  lawyer.  I suppose  Mr.  Heney  is  the 
only  person  who  knows  just  what  happened 
that  September  forenoon,  when  the  two  met  at 
the  southeast  corner  of  the  Court  House  lawn. 
The  result  of  the  meeting  was  that  Dr.  Handy 
was  shot.  He  was  taken  to  his  home.  Dr.  Good- 
fellow  at  Tombstone  was  telegraphed  for.  A spe- 
cial engine  brought  him  from  Fairbanks.  Some 
twenty  perforations  were  found  in  four  or  five 
feet  of  the  small  intestine  and  Dr.  Handy  died 
upon  the  table. 

The  Southern  Pacific  officials  persuaded  Dr. 


Goodfellow  to  move  to  Tucson,  where  he  at  once 
became  Division  Surgeon.  My  former  demon- 
strator of  anatomy,  Dr.  I.  B.  Hamilton,  of  Los 
Angeles,  took  Dr.  Goodfellow’s  place  in  Tomb- 
stone. The  following  March,  Hamilton  wrote  me 
that  he  expected  to  join  Goodfellow  here  in 
Tucson  and  wished  me  to  go  to  Tombstone. 
After  some  two  weeks  of  correspondence,  he  de- 
cided to  remain  in  Tombstone  and  I came  here. 

A word  as  to  local  conditions  at  that  time.  I 
made  the  sixth  physician  in  Tucson.  Dr.  Good- 
fellow had  been  here  seven  months;  Dr.  Fenner, 
some  ten  years;  Dr.  Matas,  the  father  of  Rudolph, 
had  practiced  here  eight  years;  Dr.  Spencer  had 
been  here  several  years  — after  twenty  years 
in  mercantile  life  in  California;  and  Dr.  J.  T. 
Green,  a young  man,  tuberculous,  died  during 
my  first  year  here. 

St.  Mary’s  Hospital,  opened  twelve  years  be- 
fore, was,  at  the  time  of  my  arrival  — like  the 
University  of  Arizona  — an  institution  of  one 
building,  the  central  stone  building.  The  sisters 
lived  in  an  adobe  house  on  the  north  side  of 
St.  Mary’s  road,  just  outside  the  Hospital  grounds 
proper.  In  this  building  the  nursery  or  orphan- 
age was  maintained  for  years.  My  understanding 
is  that  there  was  no  operating  room  at  St.  Mary’s 
until  Dr.  Goodfellow’s  arrival,  for  I distinctly 
recall  the  surgical  nurse  telling  me  that  Dr. 
Handy  attended  to  dislocations,  fractures  and 
amputations  on  the  bed  in  the  room  or  ward. 

I think  we  may  conclude,  then,  that  there  was 
very  little  surgery,  as  we  understand  the  word 
today,  attempted  in  this  vicinity  in  those  earlier 
days.  Until  Dr.  Goodfellow’s  removal  to  San 
Francisco  in  1896,  Dr.  Fenner  did  no  surgery, 
preferring  family  practice.  But  when  he  suc- 
ceeded Dr.  Goodfellow  as  Division  Surgeon  here, 
he  began  to  do  considerable  surgery. 

Not  for  years  — I would  not  attempt  to  say 
how  many  — after  my  arrival,  was  there  a grad- 
uate nurse  to  be  had  in  private  work  here.  My 
recollection  is  that  male  nurses  were  occasion- 
ally leaving  their  cards  with  us. 

Dr.  Goodfellow  had  practiced  medicine  in 
Tombstone  ten  years.  In  order  to  have  some 
conception  of  the  results  of  such  a residence 
upon  a man  of  Dr.  Goodfellow’s  ability,  one 
must  have  some  idea  of  the  conditions  of  that 
time.  Of  course,  you  all  know  that  Tombstone 
was  not  always  the  one-horse  county  seat  that 
it  is  today.  Discovered  in  1878  by  Ed.  Schiefflin, 
it  became  in  the  early  eighties  a hustling  camp. 
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It  boasted  the  largest  number  of  inhabitants  of 
any  city,  town  or  camp  in  Arizona.  It  then  claim- 
ed 10,000,  Tucson  having  only  5,000  and  Phoe- 
nix a little  over  3,000.  At  its  height  Tombstone 
was  the  greatest  silver  mining  camp  in  the  world. 

From  all  I have  been  able  to  learn,  it  was  also 
the  toughest.  Nearly  all  the  gunmen  of  the  West 
gravitated  to  Tombstone.  There  eventually  de- 
veloped two  rival  factions.  The  four  Earp  broth- 
ers, who  had  all  been  professional  gamblers,  and 
Doe.  Holliday,  a tubercular  dentist,  constituted 
one  faction.  In  the  early  eighties  one  of  the  Earps 
was  Marshal  of  Tombstone  and  another  was  a 
Deputy  U.  S.  Marshal.  A gang  of  cowboy  out- 
laws, who  refused  to  acknowledge  the  local  su- 
premacy of  the  Earps,  consisted  of  two  Clanton 
brothers,  two  McLowery  brothers  and  one  or 
two  others.  I think  there  was  very  little  to  choose 
between  the  two  gangs.  The  Earps  certainly 
showed  no  great  courage  at  the  final  meeting 
which  led  to  almost  the  annhilation  of  the  Clan- 
ton gang,  attacking  the  latter  when  they  were 
peaceably  leaving  Tombstone  for  their  ranch, 
shooting  them  down  practically  from  ambush 
and  at  a time  when  they  knew  that  two  of  the 
Clantons  were  unarmed,  as  the  Marshal  himself 
had  relieved  them  of  their  firearms  the  evening 
before.  But  as  two  of  the  Earps  were  so-called 
“peace  officers,”  their  action  had  some  semblance 
of  law  and  order,  and  it  was  so  decided. 

A word  of  testimony  from  a man  who  was 
on  the  ground.  In  the  late  seventies  the  Episcopal 
Church  of  the  country  appointed  bishop  after 
bishop  from  the  east,  south,  and  middle  states 
to  take  charge  of  their  work  in  New  Mexico 
and  Arizona.  Not  one  of  them  ever  showed  up; 
every  one  resigned.  Finally  they  tacked  this  work 
on  to  Bishop  Hall,  who  was  in  charge  of  Cali- 
fornia. In  1880  he  visited  the  territory.  He  re- 
ported: “Phoenix  is  a pleasing  place;  Tucson  is 
an  important  town  and  Tombstone  is  the  con- 
densation of  wickedness.” 

With  this  little  sketch  of  conditions  in  Tomb- 
stone, I think  you  will  accept  the  truthfulness  of 
Dr.  Goodfellow’s  statement  to  me  that  he  had 
presumably  had  greater  practice  in  gun-shot 
wounds  of  the  abdomen  than  any  other  man  in 
civil  life  in  the  country.  And  I think  we  may 
conclude  that  this  extensive  practice  laid  the 
proper  foundation,  both  in  experience  and  cour- 
age, for  him  later  to  attempt  operations  — new 
both  to  himself  and  to  every  one  else. 

I have  stated  that  there  were  no  nurses  here. 


The  result  was  that,  as  far  as  Dr.  Goodfellow’s 
work  was  concerned,  the  nurse’s  work  fell  upon 
me.  During  the  six  months  I served  as  his  assis- 
tant, the  greater  part  of  his  surgical  operations 
were  at  the  patient’s  home.  At  8 o’clock  on  the 
morning  of  the  operation  I left  the  office  with  a 
carryall  filled  with  impedimenta,  viz.:  an  old- 
fashioned,  small,  wooden  operating  table  and  five 
large  satchels  filled  with  instruments,  dressings, 
anesthetics,  etc.  Instruments  and  dressings  were 
arranged  for  use  upon  antiseptic  towels. 

About  the  end  of  my  first  week  here  came  our 
first  operation.  The  wife  of  a railroad  man  had 
been  confined  by  Dr.  Spencer  six  weeks  before. 
Infection  followed  and  Dr.  Goodfellow  removed 
ovary,  tube  and  a part  of  uterus.  My  outstanding 
recollection  of  this  case  is  that  for  about  a week 
Dr.  Goodfellow  and  I went  to  the  house  four 
times  a day  to  irrigate  that  abdomen  — 6 o’clock 
in  the  morning,  at  noon,  6 o’clock  in  the  evening 
and  at  midnight.  In  self  defense,  the  patient 
finally  recovered. 

My  fourth  week  here  was  devoted  to  surgical 
operations.  Dr.  Goodfellow  had  been  saving  up 
cases.  He  had  his  friend  — who  was  also  my 
friend  — Dr.  Francis  L.  Haynes,  of  Los  Angeles, 
come  here  and  there  were  one  or  two  operations 
a day  for  at  least  five  days.  The  first  case  had 
rather  interesting  features.  It  was  the  divorced 
wife  of  Dr.  Handy  — a vaginal  hysterectomy  for 
cancer  of  cervix.  Neither  of  these  surgeons  had 
ever  performed  this  operation.  That  was  the  day 
when  large  clamps  were  used  to  control  hemor- 
rhage. When  the  surgeons  had  finished,  just  how 
many  pounds  of  steel  stood  out  into  the  world 

1 could  not  say.  The  patient  was  put  to  bed, 
instruments  were  cleaned  and  we  partook  of 
luncheon.  There  was  a persistent  oozing  of  blood 
that  worried  Drs.  Goodfellow  and  Haynes.  About 

2 o’clock  the  patient  was  put  on  the  table,  anes- 
thetic given  and  clamps  readjusted.  Before  din- 
ner I sneaked  out  and  made  some  calls,  but  at 
8 p.m.  the  procedure  was  repeated.  At  11  p.m. 
the  surgeons  went  home,  leaving  me  in  charge. 
The  next  day  I learned  from  Dr  Goodfellow  that 
he  had  driven  to  the  house  at  5 o’clock  in  the 
morning  expecting  that  I would  have  all  arrange- 
ments made  for  a first-class  funeral,  but  he  found 
the  patient  sitting  up  in  bed  and  I was  in  another 
part  of  the  house  getting  some  sleep.  The  malig- 
nancy returned  in  some  four  months  but  Mrs. 
Handy  lived  something  over  a year  after  the 
operation. 
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The  following  day  the  same  operation  was  per- 
formed at  St.  Mary’s  upon  a middleaged  Irish 
woman  from  Bisbee.  Everything  went  along 
nicely  with  this  case.  She  soon  returned  to  her 
home  and  I know  nothing  about  the  ultimate 
results. 

A very  few  weeks  after  the  surgical  week  an 
interesting  case  came  into  St.  Mary’s  from  Flor- 
ence — a Mrs.  Trimble  with  a six  months’  preg- 
nancy complicated  with  a uterine  fibroid  about 
half  the  size  of  one’s  head.  There  were  seven 
doctors  in  the  operating  room;  Dr.  Goodfellow 
had  invited  Dr.  Scott  Helm  of  Phoenix.  I as- 
sume that  he  was  the  leading  surgeon  there. 
But  very  soon  thereafter  — I think  it  was  later 
the  same  summer  — Dr.  Helm  was  thrown  from 
his  horse  and  killed,  in  Los  Angeles.  Dr.  M.  F. 
Price,  of  Colton,  who  was  at  that  time  stationed 
at  Yuma,  because  of  some  contagion  on  the 
border,  was  present.  Dr.  Spencer  gave  the  anes- 
thetic. I have  forgotten  who  the  other  two  doc- 
tors were.  A rather  pathetic  feature  occurred. 
When  the  patient  had  been  returned  to  her  room, 
the  nurses  discovered,  pinned  to  her  undervest, 
a note  which  was  to  be  given  to  her  husband  in 
case  she  did  not  survive  the  operation.  She  re- 
mained at  the  hospital,  only  a little  time  and 
after  a short  convalescence  in  Tucson  returned 
to  her  home. 

Those  of  you  who  were  present  at  the  Cham- 
ber of  Commerce  luncheon,  at  the  time  this 
society  last  entertained  the  state  association, 
some  six  years  ago,  will  recall  that  when  I intro- 
duced Dr.  Cecil,  urologist  of  Los  Angeles,  his 
first  words  were  an  expression  of  pleasure  at 
being  in  Tucson,  the  home  of  Goodfellow,  the 
father  of  prostatectomy.  You  will  also  recall  that 
I was  able  to  throw  a little  light  upon  Good- 
fellow’s  first  two  operations,  as  I had  given 
the  anesthetic.  This  was  in  the  winter  of  ’93.  I 
was  no  longer  assistant  to  Goodfellow  but  con- 
tinued to  give  his  anesthetics.  Consequently  I 
lacked  the  intimacy  with  these  cases  that  I had 
had  with  the  former  ones. 

The  first  patient  for  this  operation  was  E.  B. 
Gage,  a prominent  mining  man  from  Tombstone.' 
Dr.  Goodfellow  used  the  scalpel  only  to  get 
through  skin  and  perineal  muscle.  All  further 
dissection  up  to  the  gland  and  its  enucleation  was 
done  by  the  index  finger.  In  a remarkably  short 
time  the  gland  was  delivered  intact.  It  was  just 
about  the  size  of  a chestnut  and  of  normal  pink 
color.  Some  time  after  the  operation  I met  Mr. 


Gage  on  the  corridor  of  the  hospital.  He  was  as 
pleased  as  a child,  stating  that  he  cold  urinate 
like  a school  boy. 

Gage  had  a friend,  a prominent  attorney  in 
Chicago,  named  Eames.  He  was  at  St.  Mary’s  a 
few  weeks  getting  ready  for  the  operation.  Con- 
ditions were  quite  different  from  the  first  case. 
Gland  was  at  least  two  and  a half  times  larger, 
dark  red  color  and  quite  friable,  about  one- 
eighth  or  one-tenth  coming  away  piece-meal.  Af- 
ter the  operation  — I think  it  was  during  the 
first  night  — there  was  quite  an  extravasation  of 
blood  into  perineum  and  inner  aspect  of  each 
thigh.  This  had  Goodfellow  worried  for  a while, 
but  it  all  cleared  up. 

I gave  anesthetic  for  a few  other  removals  of 
the  prostate.  But  it  is  my  understanding  that  it 
was  after  Goodfellow’s  removal  to  San  Fran- 
cisco, in  ’96,  that  he  paid  special  attention  to 
this  operation  and  became  one  of  the  leading 
authorities,  as  he  had  been,  while  here,  the 
pioneer. 

To  be  continued  in  the  August  issue  of 
Arizona  Medicine 
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WOULD  YOU? 

Would  you  like  to  join  a medical  organization, 
one  based  on  a free  and  absolutely  representative 
government?  One  that  is  open  to  any  compe- 
tent and  ethical  physician?  That  is  available  in 
every  state  and  nearly  every  country?  That  is 
concerned  as  much  as  its  members  permit  in 
policing  the  ethics  of  medicine? 

Would  you? 

Would  you  like  to  belong  to  a professional 
organization  that  is  involved  in  attempting  to 
bring  solutions  to  every  problem  in  the  medical 
area  of  society,  having  first  made  sure  it  is  a 
problem?  An  organization  that  gives  you  a floor 
for  your  opinions  and  representation  in  the  de- 
velopment of  policy  from  the  country  up  to  and 
through  the  states  to  the  nation?  One  that  studies 
hard  and  works  hard  to  represent  all  segments 
of  medicine?  And  still  has  to  see  to  the  problems 
and  solutions  of  all  of  the  people  outside  of 
medicine?  And  recognizes  that  it  must  do  what 
individuals  and  small  groups  cannot  do? 

Would  you? 

Would  you  believe  that  other  doctors  care  — 
and  really  care  enough  about  you  and  your  opin- 
ions and  your  problems  and  your  proposals  to 
carry  the  ball  all  of  the  way  to  the  national 
newspapers,  television,  and  even  the  floor  of  the 
national  legislative  halls?  Because  you  don’t  have 
the  time  or  don’t  take  the  time  or  just  don’t  care? 

Would  you? 

Do  you  want  to  belong  to  a professional  or- 
ganization that  sets  the  standards  of  profes- 
sional care  and  that  now  establishes  the  means 
to  audit  and  assure  the  standards  of  medical  care 
delivered  to  the  American  people?  All  of  the 
American  people?  An  organization  that  estab- 
lishes and  approves  standards  of  education  for 
MD  degrees,  standards  for  surgeons,  internists, 
orthopedists,  and  family  practitioners  and  still 
protects  the  rights  of  all? 

Do  you? 


Would  you  like  to  join  a medical  organization 
to  whom  the  President,  senators,  members  of 
Congress,  governors,  mayors,  Jane  Smith  and 
Jimmy  Jones  and  the  editors  of  all  newspapers 
come  for  advice  and  help  on  medical  matters 
from  a stumped  toe  to  insurance  and  medical 
care  for  all  people? 

Would  you? 

Would  you  like  to  be  part  of  a 124-year-old 
scientific  organization  that  has  been  the  great- 
est single  impetus  to  scientific  progress  in  medi- 
cine since  its  inception?  And  which  today  is 
more  active  in  helping  to  discover  the  answers 
for  the  scientific  problems  of  medicine  and  of 
getting  it  to  doctors  than  all  other  organiza- 
tions in  the  world? 

Would  you? 

If  you  have  never  joined  you  have  a stake  like 
the  rest  of  us.  Just  pay  the  pittance  of  dues,  roll 
up  your  sleeves,  and  jump  into  the  work.  You, 
too,  can  be  involved  in  the  development  of  the 
next  30  years  — the  greatest  years,  potentially, 
in  the  history  of  this  beautiful  planet  we  have 
tried  to  destroy.  And  medicine  will  offer  the 
greatest  drama  of  all,  and  some  of  the  most  im- 
portant and  magnificent  drama  in  all  of  human 
endeavor.  And  the  AMA  is  the  most  important 
organization  in  the  relation  of  medicine  to  so- 
ciety, government,  business,  and  all  other  facets 
of  human  endeavor.  And  the  state  and  county 
societies  must  provide  the  base  from  which  it 
operates  and  from  which  ideas  come.  We  all 
have  a stake  in  a great  future.  Where  we  will 
go  we  do  not  know.  But  we  dare  not  “sulk  in 
our  tents.”  We  must  do  a part  of  all  that  hap- 
pens. Our  strength  is  the  greatest  medical  or- 
ganization in  the  world  and  in  the  doctors  that 
have  the  courage  and  strength  and  compassion 
to  make  it  great  for  all  people. 

(John  H.  Safford,  M.D.,  immediate  past  presi- 
dent of  the  Tennessee  Medical  Association,  in 
the  TMA  Journal,  December,  1971. ) 

Editor’s  Note:  The  AMA  has  recently  put  out 
a new  pamphlet  which  I think  you  will  find  ex- 
tremely informative  and  surprising.  For  a free 
copy  of  the  pamphlet,  “The  American  Medical 
Association  and  the  American  Doctor:  Sharing  a 
Common  Goal,”  write:  Dept.  DW,  American 
Medical  Association,  535  North  Dearborn  Street, 
Chicago,  Illinois  60610. 
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Topics  Of  ^ 
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Medical  Interest  J 


Arizona  Medical  Association,  Inc. 

810  W.  Bethany  Home  Rd. 

Phoenix,  Arizona  85013 

Attention:  John  Standifer,  M.D.,  President 

Gentlemen: 

We  are  writing  to  you  and  to  other  state  and 
county  medical  associations  to  clarify  the  policies 
and  practices  of  Aetna  Life  & Casualty  in  deter- 
mining benefits  payable  under  its  group  med- 
ical expense  plans.  These  practices  and  policies 
have  been  seriously  misinterpreted  by  individual 
physicians  and  by  some  state  and  local  medical 
societies,  as  evidenced  by  resolutions  of  the  Ten- 
nessee and  Texas  Medical  Associations  censuring 
our  Company  and  by  an  item  entitled,  “Talk 
About  Third  Party  Interference”  in  the  April  24, 
1972,  issue  of  Medical  Economics. 

We  are  most  concerned  and  wish  to  eliminate 
this  misunderstanding.  We  are  hopeful  that  in 
the  interest  of  supporting  the  private  health 
care  system  in  the  nation,  your  association  will 
give  wide  distribution  of  this  letter  to  consti- 
tuent societies  and  their  member  physicians. 

First,  Aetna  recognizes  that  fees  charged  for 
services  rendered  are  primarily  a matter  be- 
tween the  physician  and  his  patient.  We  make 
this  clear  in  communications  with  employees  and 
their  dependents  insured  under  our  group  med- 
ical expense  plans.  However,  since  we  furnish 
services  to  our  insureds  — just  as  a physician 
does  to  his  patients  — Aetna  also  has  definite 
obligations  to  these  people. 

One  such  obligation  is  to  explain  the  basis  of  a 
benefit  payment  to  the  claimant.  This  means 
that  under  “prevailing  fee”  or  “usual  and  cus- 
tomary” group  medical  expense  plans,  we  inform 
the  claimant  as  to  the  amount  of  a physician’s 
charge  which  we  calculate  to  be  within  the  pre- 
vailing level  of  fees  for  the  service  rendered.  In 
about  95%  of  claims,  the  full  amount  of  the 
charge  is  found  to  be  within  the  prevailing  level. 
In  the  remaining  claims  we  explain  our  calcula- 
tion to  the  physician,  if  he  or  the  claimant  wishes 


us  to  do  so;  and  we  take  into  account  any  addi- 
tional facts  not  initially  made  known  to  us. 

Second,  Aetna’s  prevailing  fee  calculations  are 
not  “arbitrarily  derived”  as  has  been  alleged. 
They  are  based  on  an  examination  of  the  pattern 
of  actual  charges  made  by  you,  the  physicians, 
to  Aetna  insured  patients. 

The  charges,  organized  and  displayed  by  com- 
puter, are  accumulated  by  area,  and  by  proce- 
dure. Specialists’  charges  are  separated  from 
those  made  by  general  practitioners  for  the  same 
procedure. 

The  total  number  of  charges  used  in  the  over- 
all program  is  approaching  1,000,000  and  the  list- 
ing are  constantly  updated  by  our  claim  offices. 
We  also  take  into  account  any  other  infirm  a- 
tion  on  actual  charge  patterns  that  is  available 
— particularly  for  the  less  common  procedures 
where  we  may  have  limited  data  in  our  com- 
puter-produced profile.  The  overwhelming  ma- 
jority of  charges  made  in  the  community  are 
accepted  without  question.  Complications  or  un- 
usual circumstances  which  may  have  justified 
a charge  higher  than  the  prevailing  fee  amount 
are  taken  into  account.  After  this  is  done,  in 
only  about  5%  of  the  cases  is  the  charge  found 
to  be  above  prevailing  fee  levels. 

Third,  in  certain  cases,  the  difference  between 
the  physician’s  charge  and  our  benefit  calcula- 
tion cannot  be  reconciled  even  after  communi- 
cating with  the  physician.  Where  appropriate, 
we  will  arrange  for  the  matter  to  be  submitted 
for  peer  review.  We  are  willing  to  abide  by  the 
findings  of  an  impartial  peer  review  in  these 
cases  and  so  indicate  to  both  the  insured  and 
the  physician.  In  this  connection,  we  would  wel- 
come the  opportunity  to  work  with  state  medical 
associations  or  local  societies  in  improving  and 
developing  viable  peer  review  processes. 

There  are  cases  where  no  satisfactory  agree- 
ment can  be  reached  between  the  physician  and 
our  insured  on  the  fee.  There  are  even  rarer  cases 
where  a physician  may  use  a collection  agency 
to  take  legal  action  against  a patient  to  collect 
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the  difference.  Should  this  happen,  we  may  have 
an  obligation  to  our  insured  to  participate  in  the 
defense  of  the  action. 

This  part  of  our  procedure  was  described  in 
Medical  Economics  not  only  inaccurately  but  also 
without  any  reference  to  prior  steps  which  make 
such  action  unnecessary  except  in  very  rare  situa- 
tions. Contrary  to  the  allegation  of  the  Ten- 
nessee Association,  we  at  no  time  and  in  no 
way  encourage  an  insured  to  take  legal  action 
against  his  physician  when  the  latter’s  charge 
exceeds  our  calculation  of  the  prevailing  fee  level. 
In  no  event  will  we  reimburse  an  insured  patient 
for  a suit  brought  against  his  physician  in  this 
context. 

We  now  understand  that  some  of  the  lan- 
guage we  have  used  in  communications  with  our 
insureds  has  been  construed  to  constitute  “in- 
terference” with  the  physician-patient  relation- 
ship. We  are  modifying  the  language  in  our 
claim  letters  that  has  been  interpreted  by  some 
as  disturbing  the  patient-physician  relationship  or 
encouraging  litigation. 

In  summary  then: 

1.  Aetna  is  in  accord  with  the  medical  pro- 
fession’s position  that  fees  are  primarily  a matter 
between  the  physician  and  his  patient;  however, 
as  an  insurer,  we  have  an  obligation  to  inform 
our  insureds  whenever  calculation  of  the  pre- 
vailing fee  is  less  than  the  physician’s  actual 
charge. 

2.  The  calculation  of  the  prevailing  fee  level 


CALL  FOR  ABSTRACTS 

The  Arizona  Regional  Meeting  of  the  Amer- 
ican College  of  Physicians  will  be  held  in  Phoe- 
nix, November  17  and  18,  1972,  at  the  Biltmore 
Hotel.  Abstracts  are  invited.  The  following  areas 
will  be  emphasized: 

1.  Clinical  Pharmacology 

2.  Cardiovascular  Diseases  and  Pulmonary 
Diseases 


is  based  on  the  actual  charges  made  to  insured 
patients  by  physicians  in  the  area  and  is  not 
arbitrarily  derived. 

3.  We  welcome  and  encourage  effective  peer 
review  and  offer  our  complete  cooperation  in 
the  development  of  workable  systems. 

4.  We  have  modified  our  letters  to  insureds 
to  eliminate  any  language  that  might  encourage 
litigation. 

Finally,  organized  medicine  and  Aetna  Life  & 
Casualty,  as  the  nation’s  largest  private  health 
insurer,  have  a mutual  interest  in  preserving  the 
best  of  our  present  health  care  delivery  and 
financing  system  and  eliminating  its  weaknesses. 
Collectively  and  individually  we  have  been  sev- 
erely criticized  by  a sizable  segment  of  the  public 
and  their  elected  representatives  for  not  doing 
enough  to  control  health  care  costs.  We  believe 
that  our  Company  and  the  health  care  industry 
in  general  have  an  obligation  to  take  more  effec- 
tive action  in  the  cost  control  area.  We  are  con- 
fident that  the  synergistic  effect  of  the  private 
health  insurance  industry  working  together  with 
organized  medicine  and  the  individual  physi- 
cian is  vital  to  the  maintenance  of  a viable,  free 
enterprise  private  health  care  system.  We  be- 
lieve you  will  agree  that  responsible  public  in- 
terest demands  no  less. 

Sincerely, 

L.  M.  Cathles,  Jr. 

Senior  Vice  President 


3.  Renal-Metabolic  Diseases 

Please  submit  abstracts  of  approximately  200 
words  describing  clinical  studies,  case  reports, 
research  activities,  etc.,  to  Program  Committee 

Co-Chairmen: 

Frank  Flood,  F.A.C.P.,  Good  Samaritan  Hos- 
pital, Phoenix. 

John  Heaton,  F.A.C.P.,  Maricopa  County  Hos- 
pital, Phoenix. 

Jay  W.  Smith,  M.D.,  St.  Joseph’s  Hospital, 
Phoenix. 


Letters  to  Editor 
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May  26,  1972 

John  R.  Green,  M.D.,  Editor 
Arizona  Medicine 
810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 
Dear  Sir: 

I would  like  to  comment  on  an  editorial  writ- 
ten by  John  W.  Kennedy  entitled,  “Notes  on 
the  Royal  Contemporaries  of  Andreas  Vesalius, 
The  Anatomist”  which  appeared  in  the  May  1972 
edition  of  Arizona  Medicine. 

Dr.  Kennedy  states:  “When  Francis  II  mar- 
ried Mary  Stuart,  Henry  VIII’s  sister;  she,  of 
course,  became  Queen  of  France.  As  we  have 
already  stated,  she  later  became  Queen  of  Eng- 
land after  Henry’s  death  when  she  was  married 
to  Phillip  II.” 

It  seems  apparent  that  Dr.  Kennedy  is  some- 
what confused.  First  of  all,  Mary  Stuart  was  not 
Henry  VI II’s  sister,  but  rather  his  great-niece. 
Secondly,  Mary  Stuart  never  became  Queen  of 
England,  but  instead  was  executed  by  Queen 
Elizabeth  I for  high  treason.  Mary  Tudor,  Henry 
VIII’s  daughter,  (commonly  known  as  Bloody 
Mary),  did  precede  Elizabeth  I to  the  throne 
of  England. 

James  Stuart  who  was  King  of  Scotland  and 
the  son  of  Mary  Stuart,  succeeded  Elizabeth  I 
to  the  throne  of  England  and  thereafter  united 
the  two  kingdoms  of  England  and  Scotland. 

In  summary,  Doctor  Kennedy  has  confused 
Mary  Stuart  and  Mary  Tudor  and  also  Mary 
Stuart’s  relationship  to  Henry  VIII. 

Sincerely, 

Lawrence  A.  Spitalny,  M.D. 

May  24,  1972 

Editor 

Arizona  Medicine 
810  West  Bethany  Home 
Phoenix,  Arizona 

Dear  Sir: 

Dr.  John  W.  Kennedy’s  “Notes  on  the  Royal 
Contemporaries,  etc.”  May  1972  seems  to  pre- 
sent a mix  up  of  his  Marys. 

Mary  I of  England  (the  original  “Bloody 
Mary”)  was  not  Henry’s  sister,  but  his  daughter 
by  Catherine  of  Aragon. 

Mary  Stuart  was  not  Henry’s  sister  either.  She 
was  his  niece.  She  never  became  Queen  of  Eng- 
land although  she  wished  to  be. 


Because  she  tried,  Henry’s  daughter,  Elizabeth 
I,  finally  lopped  off  her  head,  thereby  ending 
her  ambitions. 

Yours  truly, 

F.  W.  Knight,  M.D. 

TOUCHE  — these  gentlemen  are  rite. 

John  W.  Kennedy,  M.D. 

Dear  Doctor: 

In  the  1930’s,  the  American  Medical  Associa- 
tion officially  questioned  the  wisdom  of  legis- 
latively prohibiting  the  possession  of  marijuana. 
( Statement  by  Dr.  Woodward,  Legislative  coun- 
sel for  the  A.M.A. ) “There  is  positively  no  evi- 
dence to  indicate  the  abuse  of  cannabis  as  a 
medicinal  agent  or  to  show  that  its  medicinal 
use  is  leading  to  the  development  of  cannabis 
addiction.  Cannabis  at  the  present  time  is  slight- 
ly used  for  medicinal  purposes,  but  it  would 
seem  worthwhile  to  maintain  its  status  as  a medi- 
cinal agent  for  such  purposes  as  it  now  has. 
There  is  a possibility  that  a re-study  of  the 
drug  by  modem  means  may  show  other  ad- 
vantages to  be  derived  from  its  medicinal  use.” 

Soon  after  the  passage  of  the  Marijuana  Tax 
Act  in  1937,  encroachment  into  the  medical  treat- 
ment of  persons  with  drug  related  medical 
problems  by  the  Federal  Bureau  of  Narcotics 
began. 

Within  the  last  decade,  many  physicians  have 
spoken  out  against  the  punitive  approach  to  il- 
licit drug  use.  We  feel  this  enlightened  attitude 
is  due  to  the  fact  that  the  legal  approach  has 
only  tended  to  increase  non-medical  drug  use 
and  new  drug  research. 

In  spite  of  this  research,  the  lay  public  re- 
mains naive  about  drug  abuse. 

What  we  are  asking  for  now  is  your  personal 
and  public  support  in  helping  to  re-educate  the 
lay  public  and  those  misinformed  within  your 
profession  regarding  marijuana  usage. 

We  do  not  advocate  the  recreational  use  of 
any  drug,  but  we  can  see  no  legal,  moral  or 
medical  justification  for  imprisoning  those  per- 
sons who  choose  to  use  marijuana,  nor  can  stu- 
dies, including  the  National  Commission  on  Mari- 
juana and  Drug  Abuse,  condone  the  inequities 
of  present  laws. 

We  are  asking  your  full  support  in  abolish- 
ing the  state  and  federal  laws  governing  pos- 
session of  marijuana. 
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NORML  feels  that  existing  marijuana  laws 
and  even  some  changes  recently  proposed  are  in 
essence  a social  evil.  Results  have  most  often 
been  a destruction  of  lives  and  a propagation  of 
the  use  of  hard  drugs. 

We  favor  the  regulation  of  marijuana  and  the 
abolishing  of  penalties  for  the  user  and/or  pos- 
sessor. We  have  worked  hard  to  put  this  point 
across  and  we  know  that  large  numbers  of 
physicians  have  studied  the  problem  extensively 
enough  to  agree  with  us. 

In  spite  of  this,  however,  the  response  from 
physicians  has  ranged  from  dull  apathy  to  gross- 
ly misinformed  and  reactionary  harangues. 

Gentlemen,  marijuana  use  is  basically  a med- 
ico-scientific and  a social  question.  In  the  past 
such  issues  as  open-heart  surgery  and  antisepsis 
itself  were  resolutely  denied  by  the  rear  guard 
as  being  “progressive.”  The  great  medical  “mid- 
dle-class” overrode  those  objections  then  and  we 


HENRY  A.  SIEGAL,  M.D. 
1906  - 1972 


Dr.  Henry  A.  Siegal,  our  beloved  colleague 
and  friend  died  suddenly  and  unexpectedly  on 
March  19,  1972.  His  passing  makes  for  quite  a 
conspicuous  void  on  the  Phoenix  medical  scene 
and  community. 

Hard  working,  dedicated  medical  man,  most 
able  Doctor,  surgeon,  and  teacher  of  his  craft, 
his  was  a most  invaluable  presence  in  our  midst. 
When  Henry  brought  his  great  talent  and  abil- 
ity to  Phoenix,  after  he’d  served  his  Country  in 


are  asking  that  you  do  so  again  where  marijuana 
laws  and  medical  usage  are  concerned. 

The  Phoenix  office  of  NORML  has  speakers 
and  films  available  for  organizations  who  request 
them.  Members  of  our  National  Advisory  Board 
will  make  themselves  available  to  medical  and 
educational  groups  when  their  schedules  permit. 

If  you  are  interested  in  helping  in  our  efforts, 
or  if  we  can  be  of  help  to  you  or  any  organiza- 
tion you  may  be  a member  of,  please  do  not  hesi- 
tate in  calling  or  dropping  by  our  office. 

Silence  is  tacit  support  of  the  existing  mari- 
juana laws.  Take  the  time  and  make  the  effort 
now.  No  one,  the  medical  profession  in  particu- 
lar, has  the  right  to  remain  silent  and  apathetic 
on  an  issue  of  this  magnitude. 

Thank  you. 

Respectfully  yours, 

Ted  Shaw,  Arizona  Representative 

NORML 


the  last  great  war,  he  contributed  much  to  our 
professional  image  here  in  the  Great  Southwest. 
This  was  a man  who  loved  his  specialty,  his 
many  friends  and  colleagues,  and  his  commu- 
nity to  whom  he  gave  so  much  in  physical  effort, 
assistance,  sympathy  and  consideration. 

Professionally,  he  had  the  great  gift  of  ability, 
tempered  with  humble  dedication.  Outside  the 
O.R.  he  was  a wonderful  human  being,  humorist, 
buddy,  music  lover  and  an  accomplished  musi- 
cian in  his  own  right.  He  was  a cellist  with  the 
original  Phoenix  Symphony.  Life  was  fulfilling 
to  Henry  and  he  reciprocated  in  turn. 

Henry’s  health  began  failing  him  the  last  few 
years,  having  to  overcome  a number  of  serious 
crises,  he  was  not  quite  the  same  old  hardy  and 
tough  figure,  a little  thinner  and  a little  tired 
but,  still  doing  his  job  well. 

He  had  his  last  health  crises  while  plying  his 
craft  in  his  office  and  this  final  one  was  not  to 
be  denied.  His  grieving  family  will  console  them- 
selves in  the  ingratiating  indelible  mark  his  hav- 
ing been  among  us  has  imprinted  on  an  en- 
deared community. 


© 


In  Memoriam 
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ArMA  Reports 

J 

THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REOUESTING  THEM. 

BOARD  OF  DIRECTORS 

A special  meeting  of  the  Board  of  Directors  of  the 
Arizona  Medical  Association,  Inc.  held  at  810  West 
Bethany  Home  Road,  Phoenix,  Arizona,  May  20,  1972, 
convened  at  4:12  p.m.,  John  J.  Standifer,  M.D.,  Chair- 
man and  President  presiding. 

NATIONAL  HEALTH  SERVICE  CORPS 

Benson,  Tombstone,  Marana,  Casa  Grande 

It  was  moved  and  carried  that  the  Arizona  Medical 
Association  endorses  the  statements  of  its  constituent 
societies  in  Cochise,  Pima  and  Pinal  Counties  and  certifies 
the  existence  of  a critical  medical  manpower  shortage  in 
the  communities  of  Benson,  Tombstone,  Marana  and  the 
Arizona  Job  Colleges  in  Casa  Grande  and  endorses  the 
assignment  of  National  Health  Service  Corps  Staff  to  the 
communities  mentioned  in  accordance  with  the  require- 
ments of  Public  Law  91-623.  The  Board  of  Directors 
does  not  approve  the  use  of  the  above  mentioned  man- 
power in  the  development  of  a health  maintenance  or- 
ganization, in  the  area,  without  further  study. 

Maricopa  Area 

It  was  moved  and  carried  that  the  Arizona  Medical 
Association  endorse  the  statement  of  its  constituent 
county  medical  society  in  Maricopa  County  and  certifies 
the  existence  of  a critical  medical  manpower  shortage  in 
the  areas  outlined  in  the  application  prepared  by  the 
Maricopa  Community  Health  Network  for  submission 
to  the  National  Health  Service  Corps.  Further,  the  Asso- 
ciation endorses  the  assignment  of  National  Health  Serv- 
ice Corps  Staff  to  the  program  mentioned  in  accordance 
with  the  requirements  of  Public  Law  91-623. 

Study  Committee 

The  Ad  Hoc  Committee  on  Locum  Tenens  & Health 
Manpower’s  suggestion  that  a study  committee  be  estab- 
lished to  suggest  criteria  and  guidelines  to  assist  in 
evaluating  future  National  Health  Service  Corps  appli- 
cations was  discussed. 

It  was  moved  and  carried  that  this  study  should  be 
carried  out  by  the  Ad  Hoc  Committee  on  Locum  Tenens 
& Health  Manpower. 

MEDICARE  BROCHURE 

It  was  moved  and  carried  to  make  available  to  the 
membership  a devised  version  of  the  brochure  entitled 
“Medicare  Misconceptions”  as  originally  created  by  the 
Illinois  State  Medical  Society. 

Arizona  Department  of  Education-Health  & 

Physical  Education  Consultant 

The  recent  announcement  that  the  Arizona  Depart- 
ment of  Education  plans  on  doing  away  with  a full- 
time consultant  on  health  and  physical  education  was 
reviewed  by  the  Board. 

It  was  moved  and  carried  that  the  Association  pre- 
pare a letter  expressing  our  concern  for  the  need  for  a 


full-time  consultant  on  Health  and  Physical  Education 
matters  with  copies  going  to  all  members  of  the  State 
Department  of  Education. 

MEDICAL  EDUCATION  COMMITTEE 

It  was  moved  and  carried  that  Lawrence  M.  Bailey, 
M.D.’s  appointment  to  this  committee  be  confirmed. 

Meeting  adjourned  4:45  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

MEDICAL  EDUCATION  COMMITTEE 

Meeting  of  the  Medical  Education  Committee  of  the 
Arizona  Medical  Association,  Inc.,  held  at  810  West 
Bethany  Home  Road,  Phoenix,  Arizona,  on  Thursday, 
June  8,  1972,  convened  at  7:40  p.m.,  Robert  E.  T.  Stark, 
M.D.,  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  on  April  6,  1972 
were  approved  as  distributed. 

WELCOME 

Dr.  Stark  welcomed  two  new  members.  Drs.  Bower 
and  Sun  to  their  first  meeting  of  the  Medical  Education 
Committee  and  also  Drs.  Standifer  and  Dew  as  ex- 
officio  members  as  President  and  President-Elect. 

REVISION  OF  REQUIREMENTS 
CERTIFICATE  IN  CONTINUING 
MEDICAL  EDUATION 

As  charged  during  meeting  held  April  6,  1972,  Drs. 
Jennett,  Sattenspiel,  and  Stark  reviewed  the  changes  in 
the  AMA  Physician’s  Recognition  Award  and  considered 
their  application  to  the  ArMA  Certificate  in  Continuing 
Medical  Education.  Dr.  Stark  reported  that  as  a result 
of  their  subcommittee  meeting  certain  changes  in  the 
continuing  medical  requirements  are  recommended.  In 
general,  the  recommended  changes  are  that  the  total 
number  of  categories  be  reduced  to  nine;  category  num- 
ber 4 include  ArMA  accredited  organizations  for  any  con- 
tinuing medical  education  activity  as  well  as  adding 
the  audiovisual  programs  sponsored  by  an  accredited 
organization  provided  that  there  is  a local  instructor 
conducting  the  program;  combining  all  teaching  activi- 
ties into  one  category;  combining  papers,  publications, 
and  scientific  exhibits  into  one  category;  and  adding  in- 
dividual continuing  medical  education  activities  as  a 
category. 

The  subcommittee  submitted  the  following  guide- 
lines for  the  1973  Certificate  in  Continuing  Medical 
Education  which  includes  recommended  changes  in  the 
requirements  for  the  Committee’s  consideration: 

GUIDELINES  FOR  1973 
CERTIFICATE  IN  CONTINUING 
MEDICAL  EDUCATION 
INTRODUCTION 

At  its  Annual  Meeting  on  May  1,  1971,  the  House  of 
Delegates  of  the  Arizona  Medical  Association  passed 
Resolution  No.  2-71,  which  established  certain  require- 
ments in  continuing  medical  educations  a condition  for 
maintenance  of  membership  in  the  Association. 

It  is  the  purpose  of  this  brochure  to  discuss  these 
educational  requirements  and  the  steps  which  must  be 
taken  to  obtain  a Certificate  in  Continuing  Medical  Edu- 
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cation  which  documents  the  fulfillment  of  the  require- 
ments. 

Several  modifications  of  the  requirements  of  Arizona 
Medical  Association’s  1972  Certificate  in  Continuing 
Medical  Education  have  been  made  in  the  1973  Cer- 
tificate. Category  4 has  been  broadened  to  include  all 
the  continuing  medical  education  activities  of  institutions 
accredited  by  the  American  Medical  Association  or  Ari- 
zona Medical  Association  for  Continuing  Medical  Edu- 
cation. The  former  Categories  6 (Papers  and  Publica- 
tions) and  9 (Scientific  Exhibits)  have  been  combined 
into  Category  6.  Former  Category  10  is  now  a part  of 
Category  5.  Categories  5 and  6 are  now  included  under 
Elective  rather  than  Required  categories. 

A new  Elective  category,  Individual  Continuing  Medi- 
cal Education  Activities,  has  been  introduced  in  the 
1973  Certificate.  This  category  provides  credit  for  self- 
learning and  self-assessment  experiences  as  well  as  for 
specified  Patient  Care  Review,  Consultation  and  Spe- 
cialty Board  Preparation  activities. 

The  modifications  of  the  requirements  for  1973  Cer- 
tificate do  not  apply  to  applications  for  the  1972  Cer- 
tificate. Applications  for  the  1972  Certificate  will  be 
accepted  through  December  31,  1972. 

Why  Should  A Certificate  In  Continuing  Medical 
Education  Be  A Requirement  For  Association 
Membership? 

The  primary  purpose  of  the  Arizona  Medical  Associa- 
tion is  to  promote  the  highest  quality  of  medical  care 
for  the  people  of  our  state.  The  Association  is  con- 
vinced that  with  the  rapid  acceleration  of  medical  prog- 
ress every  physician  must  continue  with  his  education  if 
he  is  to  provide  optimum  care.  The  certificate  will  dem- 
onstrate that  Arizona  physicians  are  meeting  certain 
basic  standards  in  continuing  medical  education. 

Who  Should  Apply  For  A Certificate  In 
Continuing  Medical  Education? 

All  members  of  the  Arizona  Medical  Association  must 
apply  for  the  ArMA  Certificate  in  Continuing  Medical 
Education. 

The  requirements  for  the  Certificate  have  been  plan- 
ned in  such  a way  that  any  physician  in  any  field  of 
medicine  can  qualify.  Furthermore,  the  Certificate  offers 
those  physicians  who  are  not  members  of  the  Associa- 
tion an  additional  incentive  to  join  and  participate  in  an 
important  activity  directly  related  to  improving  patient 
care. 

When  To  Apply  For  the  Arizona  Certificate? 

Resolution  No.  2-71  requires  that  all  active  members 
of  ArMA  must  submit  their  initial  report  of  continuing 
medical  education  activities  to  the  Medical  Education 
Committee  no  later  than  June  30,  1974.  For  physicians 
wishing  not  to  delay,  the  Medical  Education  Commit- 
tee began  accepting  the  applications  on  July  1,  1972. 

The  ArMA  Certificate  requires  150  credit  hours  of  con- 
tinuing medical  education  over  a continuous  three  year 
qualifying  period.  To  simplify  the  administration,  all 
qualifying  periods  begin  on  July  1,  and  end  June  30, 
three  years  later.  Tlius,  for  the  1972  ArMA  Certificate, 
the  150  credit  hours  were  acquired  sometimes  during 
the  3 year  qualifying  period  beginning  July  1,  1969  and 
ending  June  30,  1972.  Similarly,  the  1973  ArMA  Cer- 
tificate would  be  based  on  continuing  medical  educa- 


tion activities  carried  out  during  the  3 year  qualifying 
period  — July  1,  1970  through  June  30,  1973. 

Arizona  physicians  may  apply  for  the  ArMA  Certificate 
at  any  time  during  the  year,  but  the  application  should 
list  only  those  continuing  medical  education  -W’- ' ' - 
carried  out  in  the  3 year  qualifying  periuo  .g  June 
30  preceding  the  date  of  application.  Thus,  an  applica- 
tion submitted  anytime  between  July  1,  1972  and  De- 
cember 31,  1972  would  be  for  the  1972  ArMA  Certificate, 
and  should  list  only  those  continuing  medical  education 
activities  carried  out  during  the  3 year  qualifying  period 
July  1,  1969  through  June  30,  1972. 

Because  the  ArMA  Certificate  is  based  on  a 3 year 
qualifying  period,  each  Certificate  is  valid  for  only  3 
years,  during  which  time  the  physician  earns  the  credit 
hours  needed  for  his  next  Certificate.  For  example,  the 
1973  ArMA  Certificate  is  valid  for  the  3 year  period 
— July  1,  1973  through  June  30,  1976.  Therefore,  a phy- 
sician who  has  received  the  1973  ArMA  certificate  uses 
the  July  1,  1973-June  30,  1976  period  as  his  qualifying 
period  for  the  1976  ArMA  Certificate. 

What  Are  The  Requirements  For  the  ArMA  Certificate? 

The  ArMA  Certificate  requires  150  credit  hours  of 
continuing  medical  education  over  a continuous  3 year 
qualifying  period.  A credit  hour  is  on  the  basis  of  one 
hour  of  participation  in  a continuing  medical  education 
activity.  There  are  9 categories  of  continuing  medical 
education  activities  which  can  be  used  to  qualify  for 
the  Certificate.  These  categories  are  divided  into  two 
divisions  — Required  and  Elective. 

Required  Education: 

Required  education  includes  a minimum  of  60  credit 
hours  in  Categories  1 through  4.  In  order  to  provide 
proper  balance  in  the  requirements,  there  are  limita- 
tions on  the  number  of  credit  hours  which  can  be  ac- 
cepted from  certain  categories.  There  are  no  limits, 
however,  in  Categories  4a  through  4f. 

Elective  Education: 

Categories  5 through  9 are  Elective  Education  Cate- 
gories. Within  credit  hour  limitations,  Elective  Educa- 
tion Categories  may  be  used  for  90  credit  hours,  which 
combined  with  60  credit  hours  from  Required  Education 
Categories,  fulfill  the  150  credit  hours  required  for  the 
ArMA  Certificate. 

If  a physician  accumulates  more  than  60  credit  hours 
of  Required  Education,  he  would  need  fewer  than  90 
Elective  Education  credit  hours  to  meet  the  150  hour 
requirement.  Some  physicians  may  choose  to  qualify 
for  the  ArMA  Certificate  with  150  credit  hours  of  Re- 
quired Education  and  not  use  any  of  the  Elective  Edu- 
cation credit  hours  which  may  have  been  earned. 

The  necessary  credit  hours  for  the  ArMA  certificate 
may  be  earned  at  any  time  during  the  three  years 
qualifying  period.  For  example,  a one  month  review 
course  taken  in  a medical  school  (4b)  might  have  enough 
credit  hours  to  completely  satisfy  the  requirements  for 
the  ArMA  Certificate. 

The  specific  descriptions  of  each  of  the  Categories 
for  the  ArMA  Certificate  are: 

REQUIRED  EDUCATION 
Category  1.  Internship  — Residency  (or  Fellowship) 

An  AMA  approved  internship,  residency  or  fellow- 
ship is  credited  at  fifty  credit  hours  per  year  for  full- 
time training. 
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Category  2.  Education  for  an  Advanced  Degree 

Education  leading  to  an  advanced  degree  may  be 
used  for  credit  if  the  degree  is  in  a medical  field  or 
medically-related  science  such  as  medical  care  adminis- 
*■-  ' ~ ! >gal  medicine,  or  immunology.  Fifty  credit  hours 
are  alio  *r  each  full  academic  year  of  study  within 

the  qualifying  period. 

Category  3.  Research  in  Lieu  of  Training 

Credit  for  medical  research  is  given  only  for  full-time 
medical  research.  Fifty  credit  hours  are  allowed  for  each 
full  year  of  research. 

Category  4.  Continuing  Medical  Education  Programs 

a.  Annual  AMA  and  ArMA  Scientific  Medical  Meet- 
ings. (Only  attendance  at  scientific  sessions  is  creditable.) 

b.  Medical  School  or  Postgraduate  Medical  School 
Courses. 

c.  National,  Regional  and  State  Scientific  Medical 
Meetings  of  Specialty  Societies  and  courses  originated 
and  directly  presented  by  said  Societies. 

d.  Any  continuing  medical  education  activity  spon- 
sored by  an  organization  accredited  by  the  AMA  or 
ArMA  for  Continuing  Medical  Education.  Examples  of 
the  kinds  of  activities  sponsored  by  an  accredited  insti- 
tution are:  Grand  Rounds,  Department  Scientific  Meet- 
ings, Seminars,  Workshops,  Clinical  Traineeships,  Visiting 
Lecture  Programs. 

Audio-visual  Programs  sponsored  by  an  accredited  or- 
ganization may  be  credited  in  this  category,  provided 
there  is  a local  instructor  who  conducts  the  programs 
and  supplements  the  teaching  in  terms  of  local  educa- 
tional objectives  and  needs. 

In  the  case  of  co-sponsorship,  credit  in  this  category 
can  be  given  if  one  of  the  co-sponsoring  agencies  is 
accredited  and  is  substantially  involved  in  the  continu- 
ing medical  education  activity. 

The  listing  of  AMA  accredited  sponsors  of  continuing 
medical  education  programs  is  published  as  a supple- 
ment to  the  Journal  of  the  American  Medical  Association 
(JAMA)  for  Aug.  7,  1972.  JAMA  for  Aug.  7,  1972  lists 
only  accredited  institutions  and  courses  sponsored  by 
them.  The  issues  of  JAMA  for  Aug.  2,  1971,  Aug.  3, 
1970,  and  Aug.  4,  1969  designate  by  a bold  faced  dot 
in  the  course  listing,  those  courses  which  are  sponsored 
by  accredited  institutions.  Thus,  for  courses  listed  in 
JAMA  prior  to  the  Aug.  7,  1972  issue,  it  is  necessary 
to  refer  to  the  course  list  to  determine  if  a course  is 
sponsored  by  an  AMA  accredited  institution  or  whether 
the  institution  itself  is  accredited. 

A list  of  ArMA  acredited  sponsors  will  appear  in  Ari- 
zona Medicine  beginning  in  1973. 

e.  Individual  ArMA  approved  programs 

Educational  activities  for  which  this  designation  is 

intended  include  outstanding  and  high  quality  medical 
education  programs  for  physicians  not  covered  by  items 
“a”  through  “d”  above.  Examples  would  include  such 
activities  as  a high  quality  single  day  educational  pro- 
gram sponsored  by  a voluntary  health  agency,  or  an  in- 
formal teaching  clinic  or  demonstration  for  a small  group 
of  physicians  by  a recognized  teacher  or  outstanding 
physician  or  medical  scientist.  Credit  for  these  programs 
should  be  requested  by  the  Program  Director  in  advance 
from  the  Medical  Education  Committee. 

f.  Other  ArMA  approved  education  activities:  e.g. 
sabbatical  leave,  postgraduate  traineeship. 


ELECTIVE  EDUCATION 

The  remaining  ninety  credit  hours  needed  to  main- 
tain membership  in  the  Arizona  Medical  Association 
may  be  acquired  from  any  combination  of  Elective  Edu- 
cation Categories  (Categories  5 through  9). 

Category  5.  Teaching 

One  credit  hour  is  allowed  for  each  “clock”  hour  of 
formal  teaching  of  medical  students,  interns,  residents 
or  fellows  in  an  AMA  approved  Under-Graduate  and 
Graduate  Training  Program.  There  is  no  credit  hour 
limitation. 

Category  6.  Papers,  Publications  and  Scientific  Exhibits 

Ten  credit  hours  may  be  claimed  for  each  scientific 
paper  which  is  presented  or  published.  A paper  must 
be  presented  to  a medical  society  or  an  organization 
whose  membership  is  restricted  to  physicians.  A publi- 
cation must  appear  in  a recognized  medical  or  medically 
related  scientific  journal.  Scientific  papers  must  have 
been  presented  or  have  been  published  during  the  quali- 
fying period. 

Ten  credit  hours  are  allowed  for  preparing  and  per- 
sonally presenting  a scientific  exhibit  at  a professional 
meeting  of  a medical  society  or  a medical  specialty 
society. 

There  is  no  credit  hour  limit  in  this  category. 
Category  7.  Scientific  Medical  Meetings  — Non- 

Accredited  Sponsorship 

Credit  in  this  category  may  be  obtained  on  an  hour 
for  hour  basis  for  any  continuing  medical  education 
activity:— 

a.  which  is  sponsored  by  an  organization  that  has  not 
received  institutional  accreditation  for  Continuing  Med- 
ical Education  by  the  AMA  or  ArMA;  or 

b.  which  is  not  otherwise  described  in  Category  4. 

Examples  are  hospital  staff  conferences,  lectures, 

seminars  and  scientific  programs  of  local  professional 
society  meetings. 

There  is  a fifty  hour  limit  in  this  category. 
Category  8.  Other  Medical  Education  Activities 

Continuing  Medical  Education  Activities  for  which  this 
Category  is  intended  include  medical  or  medically  re- 
lated activities  or  programs  whose  content  is  not  neces- 
saryily  for  physicians  but  is  of  value  for  the  professional 
responsibilities  of  physicians.  Examples  might  include 
lectures  on  first  aid,  or  discussions  of  hospital  amange- 
ment  problems.  There  is  a twenty-five  hour  limit  in  this 
category. 

Category  9.  Individual  Continuing  Medical  Education 

Activities 

Within  this  category,  not  more  than  25  credit  hours 
may  be  claimed  in  any  one  of  the  subcategories  a through 
e.  There  is  a limit  of  fifty  credit  hours  for  this  category. 

a.  Self-Learning 

Individual,  non-supervised  use  of  any  audio-visual  de- 
vices such  as  audio-tapes,  video-tapes,  films,  film  strips, 
slides,  etc. 

Individual  participation  in  radio,  television  or  tele- 
phone networks,  without  local  supervision. 

Programmed  medical  educational  materials,  such  as 
individual,  non-supervised  use  of  teaching  machines  or 
electronic  teaching  devices,  such  as  a computer  or 
machines  that  use  the  answer  given  by  the  student  to 
select  the  content  of  subsequent  educational  material. 
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Individual  reading  of  medical  publications  or  medical 
reading  done  as  a participant  in  a Journal  Club.  Hour- 
for-hour  credit  for  participation  in  Journal  Clubs  may 
be  claimed,  both  for  the  reading  and  participation  in  the 
scientific  portion  of  the  Club  meeting. 

b.  Consultation 

Credit  may  be  claimed  in  this  subcategory  for  a great 
variety  of  medical  learning  that  occurs  under  informal 
circumstances,  such  as  a case  review  with  a consultant 
who  expands  his  consultation  to  include  an  organized 
presentation  of  current  medical  knowledge  related  to 
the  medical  problem  presented  by  the  case.  Sufficient 
description  of  these  kinds  of  continuing  medical  activity 
should  be  given  in  a letter  attached  to  the  application 
so  that  a reasonable  judgment  can  be  made  of  the  edu- 
cational value  of  the  experience  and  the  number  of 
hours  of  participation,  including  the  date,  the  name  of 
the  consultant  and  the  topic  discussed.  Hour-for-hour 
credit  may  be  claimed,  not  to  exceed  two  hours  per  con- 
sultation. No  credit  should  be  claimed  for  a consultation 
of  less  than  one  hour’s  duration. 

c.  Patient  Care  Review 

Credit  may  be  claimed  in  this  subcategory  for  the 
educational  value  of  participation  in  medical  activities 
devoted  to  improving  patient  care  where  there  is  a 
significant  continuing  medical  educational  benefit  to  the 
participant.  This  includes  such  activities  as  participa- 
tion in  peer  review,  medical  auidts,  consecutive  case 
conferences,  chart  audits  or  other  programs  concerned 
with  the  review,  evaluation  and  improvement  of  patient 
care,  where  there  is  a significant  educational  benefit  for 
the  participating  physician. 

d.  Self-Assessment 

Credit  may  be  claimed  in  this  subcategory  for  the  par- 
ticipation in  self-assessment  examinations  and  any  non- 
supervised,  individual  continuing  medical  education  pro- 
gram which  a physician  carries  out  on  the  basis  of  the 
findings  of  the  self-assessment  examination. 

e.  Specialty  Board  Preparation 

Credit  may  be  claimed  in  this  subcategory  for  non- 
supervised  individual  continuing  medical  education  ac- 
tivities carried  out  in  preparation  for  a specialty  board 
examination  and  for  participation  in  the  examination. 
If  intern,  residency  or  fellowship  training  is  required 
for  board  eligibility  it  should  be  claimed  in  Category  1, 
if  taken  during  the  qualifying  period  for  this  Award. 
No  additional  credit  is  given  for  passing  the  examina- 
tion. 

The  physician’s  statement  of  the  kind  and  amount  of 
non-supervised  individual  continuing  medical  activities 
will  be  accepted  within  the  25  credit  hour  limit  for 
each  subcategory  and  the  50  credit  hour  limit  for  the 
entire  category. 

GENERAL  CONSIDERATIONS 

Because  of  the  outstanding  continuing  medical  edu- 
cation program  sponsored  by  the  American  Academy  of 
Family  Physicians,  the  Medical  Education  Committee 
of  ArMA  will  grant  its  Certificate  to  an  Academy  member 
who  receives  his  3 year  certification  or  recertification 
during  the  corresponding  year  of  the  ArMA  Certificate. 
The  Academy  member  should  submit  a signed  Applica- 
tion for  the  ArMA  Certificate  in  Continuing  Medical 
Education  with  a statement  he  has  received  his  certifica- 
tion or  recertification  and  enclose  the  application  fee. 


The  American  Medical  Association  has  endorsed  the 
ArMA  Certificate  in  Continuing  Medical  Education 
through  June  30,  1974.  The  Medical  Education  Com- 
mittee has  arranged  that  all  physicians  who  receive  their 
1972  or  1973  Certificate  will  also  receive  the  corre- 
sponding AMA  Physician  Recognition  Award. 

The  ArMA  Certificate  in  Continuing  Medical  Educa- 
tion is  based  on  the  participation  by  Arizona  physicians 
in  a defined  program  of  continuing  medical  education. 
It  is  not,  therefore,  an  appropriate  means  of  honoring, 
recognizing,  or  showing  appreciation  to  any  physician 
for  any  distinguished  service  or  outstanding  accomplish- 
ment. 

The  intent  of  the  Medical  Education  Committee  is 
to  give  credit  for  the  medical  education  value  of  any 
particular  activity  listed  on  an  application.  Service  on  a 
committee  or  participation  in  medical  activities  which 
are  significant  learning  experiences  would  be  creditable 
toward  the  ArMA  Certificate;  for  example,  participation 
on  a tissue  committee  is  creditable  under  Category  9c. 
However,  service  on  a credentials  committee  or  other 
administrative  committees  of  medical  societies  and  hos- 
pitals would  not  be  creditable  toward  the  ArMA  Cer- 
tificate. 

If  the  Medical  Education  Committee  of  ArMA  does 
not  receive  a physician’s  application  for  the  1973  Cer- 
tificate (application  form  enclosed),  he  will  be  sent  an 
application  for  the  1974  Certificate.  The  application  form 
may  be  conveniently  used  to  record  continuing  medical 
education  activities  in  anticipation  of  qualifying  for  the 
Certificate. 

Although  the  Medical  Education  Committee  is  will- 
ing to  answer  questions,  it  is  suggested  that  physicians 
apply  for  the  ArMA  Certificate  in  order  that  questions 
or  uncertainties  can  be  considered  in  terms  of  the  actual 
application.  It  is  anticipated  that  many  such  applica- 
tions can  be  adequately  reviewed  and  the  applicant 
found  qualified  for  the  Certificate  without  further  cor- 
respondence. 

Individuals,  institutions,  and  organizations  who  are 
concerned  or  involved  in  planning,  sponsoring,  or  co- 
sponding  AMA  Physician  Recognition  Award, 
sponsoring,  administering,  or  producing  continuing  med- 
ical education  courses  or  programs  for  physicians  should 
be  referred  to: 

Chairman 

Medical  Education  Committee 
The  Arizona  Medical  Association,  Inc. 
810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 
Phone:  263-8900 

A draft  of  the  application  for  the  1973  Arizona  Medical 
Association  Certificate  in  Continuing  Medical  Education 
to  include  the  recommended  changes  in  the  requirements 
was  also  presented  for  committee  consideration. 

It  was  moved  and  carried  that  the  report  of  the  sub- 
committee be  adopted. 

ARMA  ACCREDITATION  PROGRAM 

Official  action  of  the  Board  of  Directors  during  meet- 
ing held  April  25,  1972  approving  the  committee’s 
recommendation  to  apply  for  formal  application  to  the 
AMA  for  approval  to  accredit  teaching  organizations 
in  continuing  medical  education  with  the  stipulation 
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that  the  initial  twelve  months  be  on  a pilot  basis  was 
noted  by  the  committee.  Dr.  Sheeley,  Chairman  of  the 
Accreditation  Subcommittee  submitted  drafts  of  the 
necessary  documentation  to  accompany  the  formal  ap- 
plication to  AMA.  He  informed  the  committee  that  this 
draft  was  modeled  from  proposals  recently  approved 
by  AMA  which  includes:  1)  Guiding  principles  for  con- 
tinuing medical  education  in  medical  institutions  and 
organizations;  2)  Pre-survey  questionnaire;  3)  Site  visit 
instructions;  4)  Site  visit  teams  reporting  instructions. 

It  was  moved  and  carried  that  the  Subcommittee  on 
ArMA  Accreditation  be  authorized  to  negotiate  with  the 
AMA  for  approval  to  conduct  an  accreditation  program 
for  institutions  and  organizations  offering  continuing 
medical  education. 

FUNDING  OF  MEDICAL  EDUCATION 
ACTIVITIES 

The  committee  received  the  following  action  by  the 
Board  of  Directors  during  meeting  held  April  25,  1972: 

It  was  moved  and  carried  that  the  Medical  Educa- 
tion Committee  be  encouraged  to  seek  out  Federal  funds 
to  support  the  various  programs  initiated  by  the  Com- 
mittee. 

It  was  determined  that  the  resolution  by  the  Board  of 
Directors  be  accepted  and  that  the  Medical  Education 
Committee  continuously  study  the  possibility  of  obtain- 
ing funds  to  carry  out  the  long  range  goals  of  this  con- 
tinuing medical  education  program.  It  was  noted  that 
current  federal  legislation  if  enacted  may  provide  funds 
for  the  committee’s  purpose  and  that  the  Regional  Medi- 
cal Program  may  be  willing  to  lend  its  expertise  in 
applying  for  available  federal  funds. 

AMA'S  THIRD  NATIONAL  CONFERENCE 
OF  STATE  MEDICAL  ASSOCIATIONS' 
REPRESENTATIVES  ON  CONTINUING 
MEDICAL  EDUCATION 

It  was  noted  that  the  Board  of  Directors  approved 
the  committee’s  request  for  funding  to  send  a member 
of  the  committee  at  Association  expense  to  AMA’s  Third 
National  Conference  of  State  Medical  Associations’  Rep- 
resentatives On  Continuing  Medical  Education  which  is 
scheduled  for  October  24-26,  1972  in  Chicago  during 
their  meeting  held  April  25,  1972.  The  selection  of  the 
committee  member  to  attend  this  conference  will  be 
made  at  a later  date. 

CONTINUING  EDUCATION  SERVICE 
AREAS  (CESA) 

Dr.  Melick  reported  that  the  Regional  Medical  Pro- 
gram has  received  word  that  CESA  project  has  been  fully 
funded  and  hopefully  will  be  in  a position  to  open  up 
all  fifteen  projects  in  Arizona.  Dr.  Melick  further  in- 
formed the  committee  that  this  federal  funding  was  only 
seed  money  and  that  the  Arizona  Medical  Association 
should  consider  finding  a way  to  continue  the  continuing 
medical  education  projects  when  the  federal  funding 
ceased. 

RESOLUTION  NUMBER  7-72 
CENTRAL  COORDINATING  AGENCY 
FOR  ALL  MEDICAL  AND  PARAMEDICAL 
CONTINUING  EDUCATION  PROGRAMS 

Resolution  number  7-72  as  adopted  by  the  House  of 


Delegates  on  April  29,  1972  was  received  and  reviewed 
by  the  committee.  This  resolution  resolved  that  the  Ari- 
zona Medical  Association  designate  the  Medical  Edu- 
cation Committee  of  the  Arizona  Medical  Association  as 
the  central  coordinating  agency  seeking  the  cooperation 
of  the  Arizona  Regional  Medical  Program,  the  University 
of  Arizona  College  of  Medicine,  and  the  Arizona  Hos- 
pital Association.  The  committee  determined  that  this 
resolution  solidifies  the  objectives  of  the  Medical  Edu- 
cation Committee  and  that  no  action  is  necessary  at 
this  time. 

OTHER  BUSINESS 

SAMA  — Indian  Reservation 

Dr.  Melick  presented  the  following  resolution  to  the 
committee  for  consideration: 

WHEREAS,  The  Student  American  Medical  Associ- 
ation has  endorsed  and  supported  a program  to 
bring  about  clinical  experience  for  medical  students 
on  the  Indian  Reservations  of  the  United  States; 
and 

WHEREAS,  The  Indian  tribes  as  represented  by  their 
several  tribal  councils  have  endorsed  and  ap- 
proved and  encouraged  the  student  experience;  and 
WHEREAS,  The  Indian  Health  Service  has  supported 
this  student  experience;  and 
WHEREAS,  Expenses  for  the  program  has  been  re- 
quested by  SAMA  of  the  Arizona  Regional  Medical 
Program;  therefore  be  it 

RESOLVED,  That  the  ArMA  Medical  Education 
Committee  hereby  endorse  the  student  experience 
concept  on  our  Arizona  Indian  reservations  and 
plead  for  ongoing  financial  support  from  respons- 
ible governmental  agencies. 

It  was  moved  and  carried  that  the  Medical  Educa- 
tion Committee  adopt  the  resolution  as  presented. 
zMeeting  adjourned  9:14  p.m. 

Edward  Sattenspiel,  M.D. 

Gary  L.  Barnett 
Associate  Executive  Director 
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THE  ARIZONA  MEDICAL  ASSOCIATION,  INC.,  ORGANIZED  1892,  810  W.  BETHANY  HOME  ROAD,  PHOENIX,  ARIZONA  85013. 

OFFICERS  AND  DIRECTORS  - 1972-73 


President— John  J.  Standifer,  M.D 

President-Elect— Philip  E.  Dew,  M.D 

Vice-President— William  G.  Payne,  M.D 

Secretary— Edward  Sattenspiel,  M.D 

Treasurer— William  C.  Scott,  M.D 

Speaker  of  the  House— Robert  A.  Price,  M.D 

Past  President— James  L.  Grobe,  M.D 

Editor-in-Chief— John  R.  Green,  M.D 

Delegate  to  AMA— Daniel  T.  Cloud,  M.D 

Delegate  to  AMA— Seymour  I.  Shapiro,  M.D 

Alternate  Delegate  to  AMA— Arthur  V.  Dudley,  Jr.,  M.D 
Alternate  Delegate  to  AMA— William  B.  Helme,  M.D.  . . 


412  E.  Oak  Street,  Kingman  86401 

P.  O.  Box  1911,  Tucson  85702 

P.  O.  Box  V,  Tempe  85281 

333  W.  Thomas,  Phoenix  85013 

. . 1501  N.  Campbell  Ave.,  Tucson  85724 

4247  N.  32nd  Street,  Phoenix  85018 

2610  W.  Bethany  Home  Rd.,  Phoenix  85017 

302  W.  Thomas  Rd.,  Phoenix  85013 

3411  N.  5th  Ave.,  Phoenix  85013 

#24,  1601  N.  Tucson  Blvd.,  Tucson  85716 
#24,  1601  N.  Tucson  Blvd.,  Tucson  85716 
926  E.  McDowell,  Phoenix  85006 


Central  District— W.  Scott  Chisholm,  Jr.,  M.D.  . 

Central  District— George  L Hoffmann,  M.D 

Central  District— Wallace  A.  Reed,  M.D 

Central  District— Donald  F.  Schaller,  M.D 

Central  District— Lawrence  J.  Shapiro,  M.D 

Northeastern  District— Richard  B.  Johns,  M.D.. 
Northwestern  District— E.  Charles  Bill,  M.D.  . . 
Southeastern— William  W.  McKinley,  Jr.,  M.D. 
Southern  District— Henry  P.  Limbacher,  M.D. 
Southern  District— Vernor  F.  Lovett,  M.D.  . . 

Southern  District— George  W.  Nash,  M.D 

Southwestern  District— Glen  H.  Walker,  M.D.  . 


DISTRICT  DIRECTORS 

1158  E.  Missouri,  Phoenix 

438  W.  5th  Place,  Mesa 

758  E.  McDowell,  Phoenix 

555  W.  Catalina  Drive,  Phoenix 

444  W.  Osborn,  Phoenix 

P.  O.  Box  520,  Payson 

Marcus  J.  Lawrence  Hospital,  Cottonwood 

P.  O.  Box  1192,  Bisbee 

116  N.  Tucson  Blvd.,  Tucson 

5402  E.  Grant  Rd.,  Tucson 

5402  E.  Grant  Rd.,  Tucson 

291  W.  Wilson,  Coolidge 
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SOCIEDAD  MEDICA  DE  ESTADO  UNIDOS  DE  NORTE  AMERICA  Y MEXICO 

President— Felix  Michel  Alatorre,  M.D Munguia  #316,  Guadalajara,  Jalisco,  Mexico 

President-Elect— James  L.  Parsons,  M.D 2430  E.  6th  Street,  Tucson,  Arizona  85719 

Vice  President— Luis  Cueva  Niz,  M.D Mar-Negro  #1343,  Guadalajara,  Jalisco,  Mexico 

Secretary  for  United  States— Herbert  W.  Bradley,  M.D 800  Third  Street,  Marysville,  California  95991 

Secretary  for  Mexico— Jorge  Riggen  Davila,  M.D Marsella  #510  Sur,  Guadalajara,  Jalisco,  Mexico 

Treasurer  for  United  States— Walter  R.  Eicher,  M.D 213  N.  Alma  School  Road,  Chandler,  Arizona  85224 

Executive  Secretary  for  United  States— Mrs.  Virginia  E.  Bryant.  . . .333  West  Thomas  Road  #207,  Phoenix,  Arizona  85013 

Executive  Secretary  for  Mexico— Mr.  Alfredo  Patron  Heriberto  Frias  #60  Sur,  Mazatlan,  Sinoloas,  Mexico 


COMMITTEES  1972-73 


ARTICLES  OF  INCORPORATION  & BYLAWS  COMMITTEE:. 
Charles  E.  Henderson,  M.D.,  Chairman  (Phoenix);  Arnold 
H.  Dysterheft,  M.D.  (Lakeside);  Paul  B.  Jarrett,  M.D., 
(Phoenix);  William  B.  Steen,  M.D.  (Tucson);  Clarence  E. 
Yount,  Jr.,  M.D.  (Prescott). 

BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Daniel  T. 
Cloud,  M.D.,  Chairman  (Phoenix);  William  N.  Chloupek, 
M.D.  (Phoenix);  Jack  M.  Layton,  M.D.  (Tucson);  R.  Lee 
Foster,  M.D.  (Phoenix);  William  C.  Scott,  M.D.  (Phoenix); 
Cecil  C.  Vaughn,  Jr.,  M.D.  (Phoenix). 

GOVERNMENTAL  SERVICES  COMMITTEE:  Walter  R.  Eicher, 

M. D.,  Chairman  (Chandler);  Clifton  J.  Alexander,  M.D. 
(Tucson);  Stanford  F.  Farnsworth,  M.D.  (Phoenix);  Harold 

N.  Gordon.  M.D.  (Phoenix);  Artell  Johnson,  M.D.  (Phoenix); 
Louis  C.  Kossuth,  M.D.  (Phoenix);  Alan  I.  Levenson,  M.D. 
(Tucson);  Dermont  W.  Melick,  M.D.  (Tucson);  William  R.. 
Myers,  M.D.  (Phoenix);  A.  J.  Ochsner,  II,  M.D.  (Yuma); 
Dwight  H.  Porter,  Jr.,  M.D.  (Phoenix);  Wallace  A.  Reed, 
M.D.  (Phoenix);  Marvin  C.  Schneider,  M.D.  (Phoenix); 
Samuel  A.  Smith,  M.D.  (Phoenix);  Glen  H.  Walker,  M.D. 
(Coolidge). 

GRIEVANCE  COMMITTEE:  James  L.  Grobe,  M.D.,  Chairman 
(Phoenix);  Walter  Brazie,  M.D.  (Kingman);  Norman  D. 
Duley,  M.D.  (Flagstaff);  Carolyn  Gerster.  M.D.  (Scottsdale); 
Stuart  I.  Holtzman,  M.D.  (Tucson);  William  W.  McKinley, 
Jr.,  M.D.  (Bisbee);  Albert  J.  Ochsner,  II,  M.D.  (Yuma); 
Roland  F.  Schoen,  M.D.  (Casa  Grande). 

HISTORY  & OBITUARIES  COMMITTEE:  John  R.  Green,  M.D., 
Chairman  (Phoenix);  Walter  Brazie,  M.D.  (Kingman);  John 
W.  Kennedy,  M.D.  (Phoenix);  Harold  W.  Kohl,  Sr.,  M.D. 
(Tucson);  Abe  I.  Podolsky,  M.D.  (Yuma);  Jay  L.  Sitterley, 
M.D.  (Flagstaff);  MacDonald  Wood,  M.D.  (Phoenix). 

LEGISLATIVE  COMMITTEE:  Richard  O.  Flynn,  M.D.,  Chair- 
man (Tempe);  Richard  W.  Abbuhl,  M.D.  (Phoenix!;  Richard 
H.  Bruner,  M.D.  (Phoenix);  John  W.  Curtin,  M.D.  (Phoe- 


nix); Kenneth  A.  Dregseth,  M.D.  (Sierra  Vista);  Lawrance  N. 
Frazin,  M.D.  (Phoenix);  Donald  F.  Griess,  M.D.  (Tucson); 
Louis  Hirsch,  M.D.  (Tucson);  John  P.  Holbrook,  M.D.  (Tuc- 
son); Terrance  W.  Hull,  M.D.  (Phoenix);  Marion  Jabczenski, 
M.D.  (Phoenix);  John  F.  Kahle,  M.D.  (Flagstaff);  Don  V. 
Langston,  M.D.  (Phoenix);  Meyer  Markovitz,  M.D.  (Phoenix); 
Fred  C.  Merkling,  M.D.  (Phoenix);  Robert  J.  Oliver,  M.D. 
(Tucson);  O.  Melvin  Phillips,  M.D.  (Scottsdale);  Wilfred  M. 
Potter,  M.D.  (Scottsdale);  James  L.  Schamadan,  M.D.  (Phoe- 
nix); Raymond  Vaaler,  M.D.  (Phoenix);  Dennis  Weiland, 
M.D.  (Scottsdale);  W.  Curtis  Wilcox,  M.D.  (Tucson). 

MEDICAL  ECONOMICS  COMMITTEE:  Richard  S.  Armstrong, 
M.D.,  Chairman  (Tucson);  Francis  J.  Bean,  M.D.  (Tucson); 
Charles  M.  Bergschneider,  M.D.  (Scottsdale);  B.  Robert 
Burkhardt,  M.D.  (Tucson);  Ian  M.  Chesser,  M.D.  (Tucson); 
Charles  F.  Dalton,  M.D.  (Phoenix);  Wilbur  D.  Dice,  M.D. 
(Tucson);  Kenneth  Dregseth,  M.D.  (Sierra  Vista);  Charles  H. 
Finney,  M.D.  (Phoenix);  William  B.  Helme,  M.D.  (Phoenix); 
Howard  N.  Kandall,  M.D.  (Phoenix);  Gerold  Kaplan,  M.D. 
(Phoenix);  Patrick  P.  Moraca,  M.D.  (Phoenix);  Robert  Pur- 
pura, M.D.  (Tucson);  Wallace  A.  Reed,  M.D.  (Phoenix); 
Roger  E.  Wilcox,  M.D.  (Phoenix). 

MEDICAL  EDUCATION  COMMITTEE:  Robert  E.  T.  Stark, 
M.D.,  Chairman  (Phoenix);  Lawrence  M.  Bailey,  M.D. 
(Globe);  Willis  II.  Bower,  M.D.  (Phoenix);  Melvin  L.  Cohen, 
M.D.  (Phoenix);  Raymond  J.  Jennett,  M.D.  (Phoenix); 
Richard  B.  Johns,  M.D.  (Payson);  Jack  M.  Layton,  M.D. 
(Tucson);  Dermont  W.  Melick,  M.D.  (Tucson);  William 

F.  Sheeley,  M.D.  (Phoenix);  David  D.  Smith,  M.D.  (Flag- 
staff); David  C.  H.  Sun,  M.D.  (Phoenix);  Ashton  B.  Taylor, 
M.D.  (Phoenix);  Cecil  C.  Vaughn,  M.D.  (Phoenix);  Albert 

G.  Wagner,  M.D.  (Phoenix). 

OCCUPATIONAL  HEALTH  COMMITTEE:  Joseph  M.  Hughes, 
M.D.,  Chairman  (Phoenix);  Floyd  K.  Berk,  M.D.  (Phoenix); 
Allen  I.  Cohen,  M.D.  (Phoenix);  Sheldon  Davidson,  M.D. 
(Phoenix);  N.  A.  Ehrmann,  M.D.  (Kearny);  Robert  B.  Leon- 
ard, M.D.  (Phoenix);  Alfred  F.  Miller,  M.D.  (Phoenix); 
Kent  L.  Pomeroy,  M.D.  (Phoenix);  Florian  P.  Rabe,  M.D. 
(Scottsdale);  Eugene  J.  Ryan,  M.D.  (Phoenix);  Sidney  L. 
Stovall  M.D.  (Phoenix);  William  C.  Trier,  M.D.  (Tucson); 
Maier  I.  Tuchler,  M.D.  (Phoenix). 
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MEMBERS  ARE  URGED  TO  BRING  MATTERS  OF  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 

AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Donald  K. 
Buffmire,  M.D.  Chairman  (Phoenix);  Harry  C.  Smith,  M.D. 
(Douglas);  George  H.  Mertz,  M.D.  (Phoenix);  Jack  I.  Mow- 
rey,  M.D.  (McNary);  James  T.  O’Neil,  M.D.  (Casa  Grande); 
John  R.  Schwartzmann,  M.D.  (Tucson). 

PROFESSIONAL  COMMITTEE:  Albert  G.  Wagner,  M.D.,  Chair- 
man (Phoenix);  Robert  J.  Antos,  M.D.  (Phoenix);  Charles  D. 
Connor,  M.D.  (Phoenix);  Robert  I.  Cutes,  M.D.  (Tucson); 
Robert  S.  Ganelin,  M.D.  (Phoenix);  Joseph  W.  Hanss,  M.D. 
(Phoenix);  George  T.  Hoffmann,  M.D.  (Phoenix);  Harold  W. 
Kohl,  Jr.,  M.D.  (Tucson);  Laurence  M.  Linkner,  M.D.  (Phoe- 
nix); William  G.  Payne,  M.D.  (Tempe);  Hermann  S.  Rhu, 
Jr.,  M.D.  (Tucson);  Donald  F.  Schaller,  M.D.  (Phoenix); 
George  A.  Spendlove,  M.D.  (Phoenix);  Neil  O.  Ward,  M.D. 
(Phoenix). 

PUBLIC  RELATIONS  COMMITTEE:  Morton  S.  Thomas,  III, 
M.D.,  Chairman  (Wickenburg);  Robert  W.  Brazie,  M.D. 
(Scottsdale);  Donald  E.  Clark,  M.D.  (Tucson);  Richard  L. 
Jones,  M.D.  (Tempe);  Don  V.  Langston,  M.D.  (Phoenix); 
Charles  M.  Lofdahl,  M.D.  (Phoenix);  William  W.  McKinley, 
Jr.,  M.D.  (Bisbee);  William  C.  Scott,  M.D.  (Tucson);  Selma 
E.  Targovnick,  M.D.  (Phoenix);  Jack  H.  Wilson,  M.D. 
(Phoenix). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Wilfred  M.  Potter, 

M.D.,  Chairman  (Scottsdale);  William  E.  Bishop.  M.D. 
(Globe);  W.  Scott  Chisholm,  Jr.,  M.D.  (Phoenix);  William  G. 
Payne,  M.D.  (Tempe);  Milton  S.  Dworin,  M.D.  (Tucson); 
Vincent  A.  Fulginiti,  M.D.  (Tucson);  T.  Richard  Gregory, 
M.D.  (Phoenix);  Thomas  F.  Hartley,  NJ.D.  (Scottsdale); 
Thomas  Henry,  M.D.  (Flagstaff);  James  M.  Hurley,  M.D. 
(Phoenix);  Mark  M.  Kartchner,  M.D.  (Tucson);  Eugene  Leib- 
sohn,  M.D.  (Phoenix);  Philip  Levy,  M.D.  (Phoenix);  J.  Frank 
Martin,  M.D.  (Yuma);  John  E.  Oakley,  M.D.  (Prescott); 
Neopito  L.  Robles,  M.D.  (Tucson);  W.  David  Rummel,  M.D. 
(Prescott);  W.  A.  Susong,  M.D.  (Phoenix);  Luis  S.  Tan,  M.D. 
(Phoenix);  Oscar  A.  Thorup,  Jr.,  M.D.  (Tucson);  Joseph  C. 
White,  Jr.,  M.D.  (Phoenix);  J.  Garland  Wood,  Jr.,  M.D. 
(Flagstaff);  Donald  Ziehm,  M.D.  (Phoenix). 


COUNTY  MEDICAL  SOCIETY  OFFICERS,  1972-73 

APACHE:  Jack  I.  Mowrey,  M.D.,  President,  P.O.  Box  887,  Lake- 
side, 85929;  Arnold  H.  Dysterheft,  M.D.,  Secretary,  P.O. 
Box  887,  Lakeside  85029. 

COCHISE:  John  Blaisdell,  M.D.,  President,  Box  1674,  Sierra 
Vista  85635;  Edward  H.  Vogel,  M.D.,  Secretary,  11  N. 
Canyon  Dr.,  Sierra  Vista  85635. 

COCONINO:  John  W.  Vosskuhler,  M.D.,  President,  1355  N. 
Beaver,  Flagstaff  86001;  William  J.  Austin,  M.D.,  Secre- 
tary, 1355  N.  Beaver,  Flagstaff  86001. 

GILA:  David  B.  Gilbert,  M.D.,  President,  Physician’s  & Surgeons 
Clinic,  Payson  85541;  Thomas  B.  Jarvis,  M.D.,  703  Ash 
Street,  Globe  85501. 

GRAHAM:  Bruce  N.  Curtis,  M.D.,  President,  618  Central,  Saf- 
ford  85546;  Dennis  C.  Hess,  M.D.,  503-5th  Avenue,  Saf- 
ford  85546. 

GREENLEE:  Lynn  Hilbun,  M.D.,  President,  Rt.  1,  Box  314, 
Morenci  88540;  J.  Deibert  Miller,  M.D.,  Secretary,  Morenci 
Hospital,  Morenci  85540. 

MARICOPA:  Patrick  P.  Moraca,  M.D.,  President;  Max  L.  Wertz, 
M.D.,  Secretary. 

(Society  address:  2025  North  Central  Avenue,  Phoenix  85004) 
MOHAVE:  Eugene  Rounseville,  M.D.,  President,  Mohave  General 
Hospital,  Kingman  86401;  Earl  Gilbert,  M.D.,  Secretary, 
Mohave  Co.  General  Hospital,  Kingman  86401. 

NAVAJO:  Howard  L.  Roberts,  Jr.,  M.D.,  President,  Box  AC, 
Snowflake  85037;  William  R.  Engvall,  M.D.,  Secretary, 
1500  Williamson  Ave.,  Winslow  86047. 

PIMA:  Richard  L.  Dexter,  M.D.,  President;  George  W.  King, 
M.D.,  Secretary. 

(Society  Address:  2555  East  Adams  Street,  Tucson) 

PINAL:  Robert  P.  Brower,  M.D.,  President,  San  Manuel  Hos- 
pital, San  Manuel,  85631;  James  M.  Wagoner,  M.D.,  Secre- 
tary, 1023  E.  Florence  Blvd.,  Casa  Grande  85222. 

SANTA  CRUZ:  Zenas  B.  Noon,  M.D.,  President,  Gebler  Bldg., 
Nogales  85621;  Charles  S.  Smith,  M.D.,  Secretary,  P.O.  Box 
1382,  Nogales  85621. 

YAVAPAI:  Dallas  C.  Allred,  M.D.,  President,  120  Grove  Ave., 
Prescott  86301;  J.  B.  McNally,  M.D.,  Secretary,  434  West 
Gurley,  Prescott  86301. 

YUMA:  H.  D.  Bryan,  M.D.,  President,  2244  S.  Avenue  A.,  Yuma 
85364;  Henry  R.  Meyer,  M.D.,  Secretary,  601  S.  5th  Ave., 
Yuma  85364. 


WOMAN’S  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION  1972-73 

PRESIDENT  Mrs.  Charles  I.  Fisher  (Peggy) 

352  West  Berridge  Lane,  Phoenix  85013 

PRESIDENT-ELECT  Mrs.  Thomas  Jarvis  (Barbara) 

1266  Skyline  Drive,  Globe  85501 

1st  VICE-PRESIDENT Mrs.  Albert  J.  Ochsner  II  (Jo) 

630  East  26th  Place,  Yuma  85364 

2nd  VICE-PRESIDENT  Mrs.  Raymond  Vaaler  (Ann) 

3624  North  54th  Court,  Phoenix  85018 

RECORDING  SECY  Mrs.  Warren  S.  Williams  (Pete) 

Route  5,  Box  893,  Tucson  85718 

TREASURER  Mrs.  Robert  Hancock  (Elvera) 

1004  West  Palo  Verde  Drive,  Phoenix  85013 

DIRECTOR:  1971-73  Mrs.  Carl  Shrader,  Jr.  (Ginny) 

1615  Aztec^  Flagstaff  86001 

DIRECTOR:  1972-73  Mrs.  Charles  Henderson  (Nancy) 

5948  North  14th  Place,  Phoenix  85014 

DIRECTOR:  1972-74  Mrs.  Howard  Kimball  (Ella) 

414  West  Northview  Avenue,  Phoenix  85021 

CHAPLAIN  Mrs.  James  Fuzzell  (Beverly) 

615  West  Lawrence  Road,  Phoenix  85013 

CORRESPONDING  SECY  Mrs.  Thomas  Edwards  (Dottie) 

7033  N.  13th  Street,  Phoenix  85020 

HISTORIAN  Mrs.  Melvin  Phillips  (Jean) 

111  West  Palmdale,  Tempe  85281 

PARLIAMENTARIAN  Mrs.  W.  Scott  Chisholm  (Jeanne) 

613  East  Vista  Avenue,  Phoenix  85020 

COUNTY  AUXILIARY  PRESIDENTS 

Coconino:  Mrs.  William  Austin  (Aliene) 

496  Philomeno,  Flagstaff  86001 
Gila:  Mrs.  Lawrence  Bailey  (Mary  Ann) 

703  Oak,  Globe  85501 
Maricopa:  Mrs.  William  Robey  (Barbara) 

Box  597,  Litchfield  Park  85340 
Pima:  Mrs.  Ruben  Acosta  (Mary) 

85  Sierra  Vista  Drive,  Tucson  85719 
Yavapai:  Mrs.  Ben  Whitman  (Alberta) 

Box  22,  VA  Center,  Prescott  86301 
Yuma:  Mrs.  William  Phillips  (Helen) 

633  8th  Avenue,  Yuma  85364 

CHAIRMAN  OF  STANDING  AND  SPECIAL  COMMITTEES 
1972-73 

AMA-ERF  Mrs.  William  Bishop  (Marion) 

211  South  Third,  Globe  85501 

BYLAWS  Mrs.  Lawrence  Bailey  (Mary  Ann) 

703  Oak,  Globe  85501 

COMMUNITY  HEALTH  EDUC Mrs.  Fred  Jensen  (Alice) 

310  East  McLellan  Road,  Phoenix  85012 
COMMUNITY  HEALTH  SERV.  . Mrs.  Thomas  Hartley  (Martha) 
5600  East  Indian  Bend,  Scottsdale  85253 

CONVENTION  Mrs.  Ray  Fife  (Ruth) 

6315  North  20th  Street,  Phoenix  85016 

FINANCE  Mrs.  Albert  Wagner  (Helen) 

3216  E.  Meadowbrook  Avenue,  Phoenix  85018 

GEMS  Mrs.  Jerry  Wetherell  (Helen) 

7029  North  2nd  Drive,  Phoenix  85021 

HAMER  EDUC.  LOAN  FUND Mrs.  Alvin  Swenson  (Vicki) 

5250  Bartlett  Circle,  Phoenix  85016 

HEALTH  CAREERS  Mrs.  Dennis  E.  Weiland  (Jeanne) 

5826  N.  Monte  Vista  Drive,  Scottsdale  85253 

HOSTESS  Mrs.  Lewis  Winter  (Jean) 

1714  East  Rose  Lane,  Phoenix  85016 

INTERNATIONAL  HEALTH  Mrs.  Luis  Tan  (Mary  Jo) 

3510  East  Nita  Road,  Paradise  Valley  85253 

LEGISLATION  Mrs.  Thomas  Taber,  Sr.  (Dorothy) 

1919  East  Rovey  Circle,  Phoenix  85016 

TEMPE,  MESA,  CHANDLER  LIAISON  

Mrs.  John  Hanigsberg  (Barbara) 
1610  East  Donner  Street,  Tempe  85282 
ORGANIZATION  & MEMBERSHIP.  . . .Mrs.  Albert  Ochsner  (Jo) 
630  East  26th  Place,  Yuma  85364 
PROCEDURES  & GUIDELINES . . Mrs.  Robert  Price  (Dorothy) 
163  West  Myrtle  Avenue,  Phoenix  85021 

PROGRAM  Mrs.  Raymond  Vaaler  (Ann) 

3624  North  54th  Court,  Phoenix  85018 

PUBLICATIONS  Mrs.  Robert  McCarver  (Betty) 

6530  North  61st  Street,  Paradise  Valley  85253 

PUBLIC  RELATIONS  Mrs.  James  Grobe  (June) 

136  East  Desert  Park  Lane,  Phoenix  85013 

REPORTS  Mrs.  Charles  Kalil  (Ylma) 

1300  East  Missouri  Avenue,  Phoenix  85014 

WASAMA  Mrs.  John  Hayes  (Shirlee) 

717  West  El  Camino,  Phoenix  85021 
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To  bill  a patient  or  check  an  account, 
all  you  have  to  do  is  open  your  mouth. 


No  more  ledgers  to  keep.  No  more 
bills  or  statements  to  type.  Now  all  you 
have  to  do  to  do  the  billing  is  open 
your  mouth. 

It’s  a foolproof  medical  billing  sys- 
tem called  VOICE.  Valley  Bank’s  On- 
Line  Information  Center.  And  here’s 
how  it  works. 

Using  your  touch-tone  telephone,  you  call  in  daily 
or  weekly  billing  information.  Then  the  information 
is  read  back  to  you  as  a double-check.  That’s  it. 


The  bills  are  prepared  and  sent  out 
without  you  lifting  a finger. 

Forget  about  mistakes.  With  VOICE 
doing  all  the  computations  as  well  as 
helping  you  double-check  billing  infor- 
mation, there  just  isn’t  very  much  possi- 
bility for  error. 

We’ll  be  delighted  to  demonstrate 
VOICE  right  in  your  office.  Just  call  261-1665 
in  Phoenix  or  792-7370  in  Tucson.  And  ask  for 
VOICE. 


Valley  Bank 

Business  Systems  Division 


Eugene  R.  Aimer,  M.D. 

Otto  L.  Bendheim,  M.D. 

Paul  M.  Bindelglas,  M.D. 

T.  Richard  Gregory,  M.D. 
Jacob  D.  Hoogerbeets,  M.D. 
Thomas  F.  Kruchek,  M.D. 
Harold  E.  McNeely,  Ph.D. 
Fred  C.  Merkling,  M.D. 
Sanford  H.  Meyers,  M.D. 
George  A.  Peabody,  M.D. 
Stanford  E.  Perlman,  Ph.D. 
George  G.  Saravia,  M.D. 
Jerome  F.  Szymanski,  M.D. 
Floyd  L.  Templeton,  M.D. 


genera / psychiatry  and  neurology 
child  psychiatry 

pcyr/inanaf ueW^jg::;  --  C7 ' 

o 

clinical  psychology 

and  family  counselling 


5051  NORTH  34th  STREE 


PHOENIX  18,  ARIZONA 


955-6200 
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WHY  NOT  ? 

SPEND  YOUR  HOURS  OF  CONTINUING  MEDICAL 
EDUCATION  IN  THE  RELAXING  ATMOSPHERE  OF 
MEXICO'S  MOST  PROVINCIAL  TOWN  — 
GUADALAJARA? 


announcing: 


A SPECIAL  INVITATION  TO  OUR 
ACADEMY  MEMBERS,  OUR  SUBSPECIALTY  COLLEAGUES, 

AND  ALL  ARIZONA  PHYSICIANS,  FROM 

THE  ARIZONA  ACADEMY  OF  FAMILY  PHYSICIANS' 
NINETEENTH  ANNUAL  SCIENTIFIC  ASSEMBLY 


October  25,  26,  27  & 28,  1972 
At  the  New  HOLIDAY  INN  Guadalajara,  Jalisco,  Mexico 

Simultaneous  Seminars  In  Each  of  Ten  Subjects: 

EKG,  DERMATOLOGY,  PSYCHIATRY,  HYPNOSIS,  CHEST  DISEASE, 
OFFICE  GYNECOLOGY,  ENDOCRINOLOGY,  EMERGENCY  CARE, 
OFFICE  PEDIATRICS 

WITH  THE  FACULTY  OF 

UNIVERSITY  OF  CALIFORNIA 
IRVINE 

COLLEGE  OF  MEDICINE 


And  Practice  Productivity  Workshop 


By  Business  Forum  N Y.,  N.Y. 


14  PRESCRIBED  CREDIT  HOURS  FOR  AAFP,  ARMA,  AND  AMA'S  PHYSICIAN  RECOGNITION  AWARD 


AAFP  member  and  spouse 
AAFP  member  only 
Non-member  and  spouse 
Non-member  only 


Package  — $300.00 
Package  - $275.00 
Package  — $325.00 
Package  — $300.00 


With  Airfare  - $600.00 
With  Airfare  - $425.00 
With  Airfare  - $625.00 
With  Airfare  - $450.00 


Practice  Productivity  Workshop  will  be  an  additional  $100.00  for  Doctors  and  $50.00  for  his  wife  or 
aide  if  he  wishes  to  enroll  her. in  the  aides  course.  Doctors  not  enrolled  in  the  Practice  Productivity 
Workshop  are  also  encouraged  to  enroll  their  wives  or  aides  in  the  aides  course  if  desired. 

The  fees  include:  the  course  of  choice  and  a syllabus  pertinent  to  that  course;  the  hotel  (4  nights);  4 
Continental  breakfasts;  a Dinner-Dance;  a Dinner-Nightclub  Show;  a Mexican  Buffet  and  Fiesta;  an 
oyster,  shrimp  and  beer  party;  2 cocktail  parties;  2 tours  — one  to  include  lunch;  transfers  to  and  from 
airport;  baggage  handling  and  tips,  service  charges  and  taxes. 


FOR  DETAILS  WRITE  OR  PHONE 

ARIZONA  ACADEMY  OF  FAMILY  PHYSICIANS 

Mrs.  June  Boykin,  Executive  Secretary 
3627  NORTH  60th  STREET  - SCOTTSDALE,  ARIZONA  85251 
Phone:  946-6706 
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SOME  HOSPITALS 

TRY  TO  CREATE  A 
RESORT  ATMOSPHERE 


We  started  with  a resort! 


So  patients  have  everything  they  need.  Quiet.  Serenity.  Swimming 
and  relaxing  under  year  ’round  sunshine.  In  the  Valley  of  the  Sun,  one 
of  the  finest  resort  areas. 


The  private  practice  psychiatrist  has  everything  he  needs,  too. 
Including  a highly  competent  psychiatric  team  to  render 
personalized  care  to  his  patient.  Nursing  and  therapy  staffing, 
one  to  one.  Experience  in  treating  the  entire  spectrum  of  mental 
disorders,  including  specific  programs  for  the  young  adult,  the 
alcoholic  patient  and  the  drug  abuser. 


Sarpelback  Hospital 


‘ An  instrument  for  healing ” 5055  North  34th  Street,  Phoenix,  Arizona  85018  • (602)  955-6200 
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INSURANCE  COMPANY 

GROWING  WITH  THE  ELEVEN  WESTERN  STATES 
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A LEASE  FOR  ALL  REASONS 


Why  lease? 

Courtesy  has  some  good  reasons: 
leasing  requires  no  investment,  it’s 
more  flexible,  lets  you  enjoy  the  advan- 
tages of  car  ownership  without  the 
disadvantages. 

Courtesy  leases  any  make  or  model, 
plus  a complete  line  of  Chevrolets. 
Everything  from  pick-ups,  to  4-wheel 
drive  vehicles,  or  the  personalized  car 


of  your  choice.  Whether  you’re  headed 
for  the  hills,  need  something  for  busi- 
ness use,  for  the  wife,  or  the  kids, 
Courtesy  has  a convenient,  economical 
lease,  for  all  reasons  . . . 

CouAteAtf 

LEASING,  INC. 

1233  East  Camelback  Road  279-3232 


Uledicat  Center  OC-tfay  and  Clinical  Xa$»ratMf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY 
PORTABLE  X-RAY  AND  E.K.G.  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 


ARIZONA  MEDICINE  603 


YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  not  have  it 
laminated? 


it  will  last  a lifetime.... 

PLAQUE  SHOP 


Wood  plaques  — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE* 
SCOTTSDALE,  ARIZONA  85251  * 
(602)  945-9336 


“My  secret ? 

For  heartburn  I always 
use  lDicarbosiV . ” 


Dicarbosil 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


Air  Evac  can  be  ordered  by  any 
physician  to  any  place  to 
transport  a patient  to  any  other 
place.  Call  the  very  hot  line, 

(602)  254-7150,  Phoenix,  Arizona. 

^ SAMARITAN  HEALTH  SERVICE^ 


SOMETHING 

BETTER 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROCRAM 


The  Arizona  Medical  Association  has 
taken  an  important  step  toward 
something  better:  a Professional  Liability 
Insurance  Program  designed  especially 
for  its  members  by  The  T ravelers 
Insurance  Companies. 

With  the  Association-sponsored 
Program,  you  get  better  coverage, 
better  limits,  better  cost,  better  claim 
settlement  cooperation,  and  better 
market  stability. 

Your  membership  in  the  Association 
entitles  you  to  better  benefits.  Take 
advantage  of  the  opportunities  your 
membership  offers.  Contact  one  of  these 
official  representatives  nearest  you  for 
full  details: 


Phoenix  and  Northern  Arizona 

Burns-Harrelson-Burns 
5045  North  12th  Street 
Phoenix  85014 
Phone  266-4411 

Tucson  and  Southern  Arizona 

Patzman-Allen-Lamb  & Associates 
3964  East  Pima 
Tucson  85712 
Phone  327-5981 

Do  it  today! 


TRAVELERS  Insurance  Companies 

HARTFORD.  CONNECTICUT 


The 


Classified 


Pharmacy  Directory 


MULLEN  MEDICAL  SERVICE 

4445  North  36th  Street 
Phoenix,  Arizona  85013 
Telephone  (602)  955*0763 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5*5719  Free  Delivery 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 702 
100  W.  Clarendon  — Phoenix 
Telephone  263-8526 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327*7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


OFFICE  SPACE  FOR  RENT 

Ideal  for  family  physician  or  internist,  750  sq. 
feet,  directly  across  from  Scottsdale  Memorial 
Hospital.  $360.00  per  month  available  imme- 
diately. For  more  information  call  946-9144. 


FOR  SALE 

A Bantam  Bovie  Cauterizing  machine,  $125.00; 
Telephone:  Phoenix  (602)  275-6417,  P.M.'s. 


Sn  *ScottsJale  call 

Lute's  Scottsdale  Pharmacy 

For 


PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


fF  BUSY  CALL  252*1573 

(2*4t6mtHA 

Since  f920” 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 
THE  jfesag  STORE 

2303  N.  7 tli  ST. 

DON  BRISCOE  - PHARMACIST 
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Future 

Medical  Meetings 


COCONINO  COUNTY 
SUMMER  MEDICAL  SEMINAR 

July  29-30,  1972 
Flagstaff,  Arizona 

SPONSOR:  Coconino  County  Medical  Society 

CONTACT 

Jerry  G.  Martin,  M.D. 

1355  N.  Beaver 
Flagstaff,  Arizona  86001 

Approved  for  6 required  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


THE  NEUROLOGICAL  EXAMINATION 

August  1 0,  1 972 
Veterans  Administration  Center 
Prescott,  Arizona 

SPONSOR:  Veter  ans  Administration  Center 

CONTACT 

F.  C.  Lepperd,  Jr.,  M.D. 

Veterans  Administration  Center 
Prescott,  Arizona 

Approved  for  one  hour  of  required  credit  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


VECTORCARDIOGRAPHY 
A WORKSHOP 

October  11-13,  1972 
Mountain  Shadows  Resort  Hotel 
Scottsdale,  Arizona 

SPONSOR:  The  American  College  of  Cardiology 

The  Institute  for  Cardiovascular  Diseases,  Good  Samaritan 
Hospital,  Alberto  Benchimol,  M.D.,  Director 

CONTACT 

Miss  Mary  Anne  Mclnerny,  Director 
Dept,  of  Continuing  Education  Programs 
American  College  of  Cardiology 
9650  Rockville  Pike 
Bethesda  Baryland  20014 


PULMONARY  DISEASES 

4th  Friday  of  Each  Month 

SPONSOR:  Arizona  Regional  Medical  Program  & Veterans 
Administration. 

CONTACT: 

F.  C.  Lepperd,  Jr.,  M.D. 

Veteran  Administration  Center 
Prescott,  AZ 

Approved  for  72  required  hours  toward  the  ArMA  Certificate 
In  Continuing  Medical  Education. 


ARIZONA  MEDICINE 

Address  all  correspondence  to  the 
Journal  Offices 
81 0 W.  Bethany  Home  Rd., 

Phoenix,  Arizona  8501 3 

Bruce  E.  Robinson 
Business  Manager 

National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

"The  material  in  this  journal  is  not  copyright- 
ed. We  ask  that  anyone  using  material  from 
it  note  the  previous  publication  in  ARIZONA 
MEDICINE." 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  in  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated.  All  will  be  given  equal  consider- 
ation. 

Material  submitted  for  publication  in  ARI- 
ZONA MEDICINE  should  conform  to  the  fol- 
lowing policies: 

1.  Manuscripts,  including  references  or  bib- 
liography, should  be  typewritten,  double- 
spaced,  on  one  side  of  the  paper  only,  and 
the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  med- 
cal  writing  as  followed  by  the  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccur- 
acies, the  ultimate  responsibility  is  the  author's. 

4.  Articles  are  accepted  for  publication  only 
if  they  are  contributed  exclusively  to  this  Jour- 
nal. Ordinarily,  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for 
publication.  Every  effort  will  be  made  to  re- 
turn unused  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all 
material. 

6.  Reprints  will  be  supplied  to  the  author  at 
printing  cost. 
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Who  put  the  C 
in  Mrs.  Murphy’s 
orange  juice? 

Who  did  encourage  high  levels  of  vitamin  C in  fruit  juices?  Who 
fortified  milk  with  vitamin  D?  Condemned  water  pollution  way 
back  in  1 895?  Urged  creation  of  the  Federal  Food  and  Drug 
Administration?  Recommended  seat  belts  in  1954? 

The  AMA.  Surprising?  Not  really.  Since  its  inception,  the 
AMA  has  worked  to  protect  and  improve  the  public  health. 

In  a very  real  sense,  it  was  the  forerunner  of  consumerism. 

Today,  the  AMA  is  actively  involved  in  virtually  every  facet 
of  health  care.  It  is  engaged  in  programs  to  provide  more 
doctors  for  slum  and  rural  areas.  Programs  to  solve  the 
problems  of  drug  and  alcohol  abuse,  mental  health, 
malnutrition. 

In  Washington,  the  AMA  has  lobbied  successfully  for  more 
doctors,  maternal  and  child  programs,  anti-pollution  laws, 
voluntary  national  health  insurance. 

It  is  financing  promising  pilot  programs  such  as  mobile 
health  vans  in  Chicago's  slums,  a drug  abuse  center  in  Harlem 
and  a Medex  program  in  Washington  state. 

The  AMA  does  all  these  things  — and  more  — for  the  public 
health.  With  your  support,  we  can  do  even  more.  Find  out  more 
about  what  the  AMA  does  for  the  public  and  you.  Send  for 
the  pamphlet,  “The  AMA  and  the  American  Doctor:  Sharing  a 
Common  Goal.”  Write:  Dept.  DW,  at  the  address  below. 


American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 
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rheumatoid  arthritic  blowup ... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simple  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  rnay 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell's  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 

(B)  98-146-800-E 

For  complete  details,  including  dosage,  please  see 
lull  prescribing  information. 

GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 


TA.  8356  -9 


After  you  write  your  prescription  for  two  tubes 
of  soothing,  fungicidal  Sporostacin  Cream,  tell 
your  patient  not  to  be  fooled  by  the  quick  relief 
of  symptoms  it  affords.  Make  sure  she  knows 
how  to  use  it  as  directed— for  the  full  14-day 
course  of  therapy. Then,  on  follow-up,  you’ll 
usually  find  that  non-staining,  easy-to-use 
Sporostaci n Cream  has f i nished  off  vul vovagi nal 
candidiasis  in  the  nicest  possible  way. 

two  tnbes...two  weeks 


Contraindications:  None  known.  Precautions:  Even  though  reported  cases  of  sensitization  and  irritation  are  rela- 
tively rare,  when  noted  the  drug  should  be  discontinued.  Dosage:  One  applicatorful  intravaginally  twice  daily  for  a 
period  of  14  days.  Course  of  therapy  may  be  repeated  if  necessary. 

Ortho  Pharmaceutical  Corporation*  Baritan,  New  Jersey  08869 


THE  HBA  LIFE  INSURANCE  COMPANY 

1337  North  First  Street  Phoenix,  AZ  85001 

DUKE  R.  GASKINS,  M.D.  CARL  T.  KIRCHMAIER,  M.D. 

Medical  Director  Associate  Medical  Director 


I am  happy  to  announce  the  appointment  of 

Carl  T.  Kirchmaier,  M.D. 

as  Associate  Medical  Director  of  HBA  Life 


Dr.  Kirchmaier,  an  Arizona  licensed  physician,  was 
bom  in  Cincinnati,  Ohio.  He  received  his  B.A. 
degree  from  the  University  of  Cincinnati  in  1925. 
In  1929  he  received  his  Bachelor  of  Medicine  de- 
gree and  in  1930  his  M.D. 

Over  the  years  Dr.  Kirchmaier  has  served  in  the 
capacity  of  Medical  Director  of  several  insurance 
companies  in  addition  to  having  spent  several 
years  in  private  practice. 

In  1968,  he  retired  as  Vice  President  and  Medical 
Director  of  the  Life  and  Casualty  Insurance  Com- 
pany of  Nashville,  Tenn.  He  and  his  wife,  Corinne, 
have  made  their  home  in  Arizona  since  that  time. 

Dr.  Kirchmaier  has  been  active  for  many  years  in 
civic  and  charitable  affairs.  He  has  been  a member 
of  the  board  of  the  American  Red  Cross  and  American  Cancer  Society.  He  was  chairman  of  the  Mid. 
Tenn.  Heart  Fund  and  is  a member  of  the  Association  of  Life  Insurance  Medical  Directors.  He  has 
been  associated  with  many  fine  arts  societies,  clubs  and  honorary  fraternities.  We  are  indeed  for- 
tunate to  have  a man  of  Dr.  Kirchmaier  s experience  to  assist  in  underwriting  and  claims  matters  and 
we  extend  a warm  welcome  to  him. 


f «} ■ 


Carl  T.  Kirchmaier,  M.D. 


Duke  R.  Gaskins 9 M.D 
Medical  Director 
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to  present  to  its  readers  the  report  of 
Ernest  B.  Howard,  M.D.,  (his  picture 
is  on  the  cover),  Executive  Vice  Presi- 
dent of  the  American  Medical  Associa- 
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page  649. 
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Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. ' 

It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HC1  (clindamycin 
HC1  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50%  of  the  group, 
with  pneumococci  in  25%,  and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Significantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  erythromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports1 
have  shown  that  such  gram-positive 
bacteria,  which  most  often  are 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.1 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 

Please  see  following  page  for 
further  prescribing  information. 


clindamycin  HC1 


synolds,  R.  C.,  et  al.:  Bull.  Johns  Hopkins  Hosp.  114:269, 1964 
)ata  on  file,  Medical  Research  Department,  The  Upjohn  Company 
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Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2%/  Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.1  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
HI  blood  counts  should  be  per- 
I formed  during  prolonged  therapy. 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci. 

CleociriHci 

clindamycin  HC1  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCI  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  mg 

75  mg  Capsules  m9 

Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCI  (clindamycin  HCI  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms- 
particularly  yeasts-occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  S.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCI  (clindamycin 
HCI  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections— 150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 
every  6 hours. 

Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections-16  to 
20  mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  (3-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
or  glomerulonephritis. 

SUPPLIED:  150  mg  Capsules- Bottles  of  16  s and  100's.  75  mg  Capsules- 
Bottles  of  16's  and  100’s.  Sensitivity  Disks- 2 M-9-  Sensitivity  Powder-Vials. 
For  additional  product  information,  see  your  Upjohn  representative  or 
consult  package  insert.  MED  B-4-S  (LNU-3)  JA71-1565 
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In  diabetes 
/vhen  nutritional 
supplementation 
s indicated 

Berocca'tabiets 

is  therapy 

A/ith  balanced,  high  potency 
3-complex  and  C vitamins, 
sloodor. 

/irtually  no  aftertaste. 

.owest  priced  Rx  formula. 


Please  see  Complete  Prescribing  Informa- 
tion, a summary  of  which  follows: 

Indications:  Nutritional  supplementation  in 
conditions  in  which  water-soluble  vitamins 
are  required  prophylactically  or  therapeu- 
tically. 

Warning:  Not  intended  for  treatment  of  per- 
nicious anemia  or  other  primary  or  secon- 
dary anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary  re- 
mission of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than  0.1  mg 
of  folic  acid  per  day  and  who  are  inade- 
quately treated  with  vitamin  Bi2. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by 
clinical  need. 

Available:  In  bottles  of  100. 

Each  Berocca  Tablet  contains: 


Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide  100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin 5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid 500  mg 


Grade  H diabetic  retinopathy  is  revealed 
by  the  small  hemorrhages  and  exudates 
in  this  photograph  of  the  fundus. 


ROCHE  LABORATORIES 
Divis/on  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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if  skin  is  infected, 
or  open  to  infection 

choose  the  topicals 
that  give  your  patient- 

is  broad  antibacterial  activity  against 
susceptible  skin  invaders 
is  lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporinf  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vi  oz.  for  topical  use  only. 

Vanishing  Cream  Base 

Neosporirf-G  Cream 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000  §f 

units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing  > 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NE0SP0RIN  for  topical  infections  due  to  susceptible  organisms,  as  I 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may | I 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Apprc 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medic 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  '. 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind.  T, 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who: 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services  4 
Dept.  PML. 


The  Upjohn  Company 
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UticillinVK 

(potassium  phenoxymethyl  penicillin, U.S.P,  Upjohn) 

Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension 


Upjohn 


N°C9.S86.1  no  ^ 

I GO  Tablets 

Uticillin  VK 

la  TRADEMARK  | 

potassium  P henoxymet"» 
Penicillin  Tablets.  U.S-P-' 


U|»j«l*W 


250  mg. 

^ (400,000  Units) 

Federal  law  pwjjff 
**Pen«ng  without  presc«P*«* 
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. . in  the  presence  of  spasm  or  hypermotility, 
gas  distention  and  discomfort,  KIIMESED® 
provides  more  complete  relief : 


□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Dmsion  of  ICI  America  Inc.  | Wilmington,  Del.  19899  | Pasadena,  Calif.  91109 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED® 

antispasmodic/  sedative/  antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  ( Sauromalus  obesus ): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  torso  is  distended  up  to 
sixty  per  cent  over  its  normal  size. . . 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 
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What’s 
onyour 
patient  s 
face... 

may  be  more  important  than 
his  chief  complaint 


The  lesions  on  his  face  may 
be  solar/actinic  — so-called 
“senile”  keratoses...  and 
they  may  be  premalignant. 

Solar,  actinic  or  senile  keratoses 

These  lesions  may  be  called  by  several  names,  but  they 
usually  can  be  identified  by  the  following  character- 
istics: the  typical  lesion  is  flat  or  slightly  elevated,  of  a 
brownish  or  reddish  color,  papular,  dry,  rough,  adherent, 
and  sharply  defined.  They  commonly  occur  as  multiple 
lesions,  chiefly  on  the  exposed  portions  of  the  skin. 


Patient  P.T.*  seen  on  3129/67  shows  typical  lesions  of 
moderately  severe  keratoses.  Note  residual  scarring  on 
ridge  of  nose  from  previous  cryosurgical  and  electro- 
surgical  procedures. 

Sequence  of  therapy/ 
selectivity  of  response 

After  several  days  of  therapy  with  Efudex®  (fluorouracil), 
erythema  may  begin  to  appear  in  the  area  of  the  lesions; 
the  reaction  usually  reaches  its  height  of  unsightliness 
and  discomfort  within  two  weeks,  declining  after  dis- 
continuation of  therapy.  This  reaction  occurs  in  affected 
areas.  Since  the  response  is  so  predictable,  lesions  that 
do  not  respond  should  be  biopsied. 

Acceptable  results 

Treatment  with  Efudex  provides  highly  favorable  Cos- 
metic results.  Incidence  of  scarring  is  low.  This  is 
particularly  important  with  multiple  facial  lesions. 
Efudex  should  be  applied  with  care  near  the  eyes,  nose 
and  mouth. 


Patient  P.T*  seen  on  6/ 12/67 , seven  weeks  after  discon- 
tinuation of  5%-FU  cream.  Reaction  has  subsided. 
Residual  scarring  not  seen  except  for  that  due  to  prior 
surgery.  Inflammation  has  cleared  and  face  is  clear  of 
keratotic  lesions. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  in- 
crease inflammatory  reactions  in  adjacent  normal 
skin.  Avoid  prolonged  exposure  to  ultraviolet 
rays.  Safe  use  in  pregnancy  not  established. 
Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and 
mouth.  Lesions  failing  to  respond  or  recurring 
should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus,  hyper-? 
pigmentation  and  burning  at  application  site 
most  frequent;  also  dermatitis,  scarring,  soreness, 
and  tenderness.  Also  reported  — insomnia,  stoma? 
titis,  suppuration,  scaling,  swelling,  irritability, 
medicinal  taste,  photosensitivity,  lacrimation, 
leukocytosis,  thrombocytopenia,  toxic  granula- 
tion and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient 
quantity  to  cover  lesion  twice  daily  with  non- 
metal  applicator  or  suitable  glove.  Usual  dura- 
tion of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers 
— containing  2%  or  5%  fluorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol, 
tris(hydroxymethyl)aminomethane,  hydroxypropyl 
cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluoroura- 
cil in  a vanishing  cream  base  consisting  of  white 
petrolatum,  stearyl  alcohol,  propylene  glycol, 
polysorbate  60  and  parabens  (methyl  and  propyl). 

This  patient’s  lesions 
were  resolved  with 

Efudex" 

(fluorouracil) 

5%  cream/solution 
...a  Roche  exclusive 

/L  X Roche  Laboratories 
ROCHE  ✓ Division  of  Hoffmann-La  Roche  Inc. 

V / Nutley,  N.J.  07110 


'Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J. 


When  your  diagnosis  is  seborrheic 
dermatitis  of  the  scalp,  the  classic  drug 
for  controlling  scaling  and  itching 


is  Selsun 


® 


(SELENIUM  SULFIDE  LOTION) 


Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or 
irritation  may  result.  Avoid  application  to  inflamed  scalp  or 
open  lesions.  Occasional  sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  2Vi%,  w/v  in  aqueous  suspension 
also  contains:  bentonite,  alkyl  aryl  sulfonate,  sodium  phos- 
phate, glyceryl  monoricinoleate,  citric  acid  and  perfume. 


Mylanta 

Because  the  taste  is  good . 


ieves  hyperacidity 

. ■ - ■ 

□ non-constipating 


1 


| 

1 

TABLETS 

® \ 

aluminum  and  magnesium  hydroxides  with  simethicone 

S ' % 

STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 

When  it’s  mandatory  to  keep  the  post- 
coronary  patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  b.i.d.  to  q.i.d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 

Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 

Valium  (diazepam) 

For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersen- 
sitivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medi- 
cation; abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have  - 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  depend- 
ence. In  pregnancy,  lactation  or  women 
of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 

Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d. 
or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  dis- 
orders, 2 to  10  mg  b.i.d.  to  q.i.d. 

Geriatric  or  debilitated  patients 2 to 
2VZ  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 

(See  Precautions.)  Children-.  1 to  2Vz  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  under 
6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles 
of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose®  packages 
of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


“ The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art” 


Would  it  be  useful 
in  clinical  practice  to  have 
government  predetermine 
drugs  of  choice? 


Results  of  a survey  of  physicians: 

13.3% 

Yes,  it  would  be  useful. 

86.7% 

No,  it  would  not  be  useful. 
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Would  it  be  useful  in  clinical  practice 
to  have  government  predetermine 

drugs  of  choice? 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really  1 
determined. 

The  Bureau  of  Drugs  h 
suggested  the  package  i 
sert  as  a possible  means 
communicating  inf  ormatii 
on  relative  efficacy  of  dru 
to  the  physician.  I find  tl 
objectionable,  since  I < 
not  believe  the  physici; 
should  have  to  rely  on  tl 
source  for  final  scienti 
truth.  There  is  also  a pr£ 
tical  objection:  Since  ft 
physicians  actually  di 
pense  drugs,  they  seldc!' 
see  the  package  insert, 
any  event,  I would  mai 
tain  that  the  physici; 
should  know  what  drug 
wants  and  why  without  c 
pending  on  the  governme 
or  the  manufacturer  to  t 
him. 

Undoubtedly,  physicia 
are  swamped  by  excess: 
numbers  of  drugs  in  soi 
therapeutic  categories.  A 
I am  well  aware  that  ma 
drugs  within  such  ca 
gories  could  be  eliminal 
without  any  loss,  or  p 
haps  even  some  profit, 
the  practice  of  medici 
But,  in  my  opinion,  neitl 
the  FDA  nor  any  otl 
single  group  has  the  exp 
tise  and  the  wisdom  nec  ■ 
sary  to  determine  the  <p 
“drug  of  choice”  in  1 
areas  of  medical  practict 


Ivertisement 


One  of  a series 


Maker  of  Medicine 


nneth  G.Kohlstaedt.M.D., 
Vice  President, 
Medical  Research, 

Eli  Lilly  and  Company 


in  my  opinion,  it  is  not 
p function  of  any  govern- 
nt  or  private  regulatory 
>ncy  to  designate  a “drug 
hoice.”  This  determina- 


H 

Fn  should  be  made  by  the 
sician  after  he  has  re- 
ved  full  information  on 
p properties  of  a drug, 
i then  it  will  be  based  on 
experience  with  this 
|ig  and  his  knowledge  of 
individual  patient  who 
.seeking  treatment. 

If  an  evaluation  of  com- 
jrative  efficacy  were  to  be 
;ide,  particularly  by  gov- 
lment,  at  the  time  a new 
lg  is  being  approved  for 
irketing,  it  would  be  a 
sat  disservice  to  medi- 
ie  and  thus  to  the  patient 
he  consumer.  For  exam- 
s,  when  a new  therapeu- 
agent  is  introduced,  on 
p basis  of  limited  knowl- 
ge,  it  may  be  considered 
be  more  potent,  more 
fective,  or  safer  than 
oducts  already  on  the 
|irket.  Conceivably,  at 
is  time  the  new  drug 
lid  be  labeled  “the  drug 
choice.”  But  as  addi- 
nal  clinical  experience  is 
cumulated,  new  evidence 
iy  become  available, 
ter,  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  Bi2  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice”  is 
to  be  avoided. 


Opinion  Dialogue 


What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


This  man  governs  an  empire— the  section  of  beach 
that  he  combs— and  he  may  have  much  in  common  wit 
a business  tycoon.  Both  may  be  ulcer-prone  for  similar 
reasons:  both  may  be  difficult  to  please  — both  may  be 
demanding,  especially  of  themselves.  While  there  are 
many  types  of  duodenal  ulcer  patients,  it  has  been  notec 
that,  characteristically,  these  individuals  are  not  easily 
satisfied. 

Measuring  oneself  against  one's  own  expectations  or 
against  those  of  society  may  be  equally  trying— equalh 
anxiety-provoking.  It  is  hard  to  win  when  both  success 
and  failure  can  demand  a similar  price. 

If  the  ulcer  patient  were  to  modify  his  expectations,  he 
would  experience  less  anxiety— and  perhaps  fewer  ulce 
attacks.  In  most  cases,  this  would  mean  altering  the  en- 
tire constellation  of  psychological  attitudes.  Many  are 
unwilling  to  do  so,  and  many  are  unable.  But  while  the 
patient  is  trying  to  make  his  best  adjustment  to  his  ulcei 
he  often  needs  therapeutic  relief  for  both  the  undue 
anxiety  with  which  he  may  be  plagued  and  the  hyper- 
secretion and  hypermotility  that  cause  pain  and  spasm. 

*PaImer,  E.  D. : Clinical  Gastroenterology,  ed.  2,  New  York,  Hoebt 
Medical  Division,  Harper  & Row,  1963,  p.  206. 

Captain  of 
Industry 


ibrax  can  relieve  excessive 


inxiety,  thereby  helping  to  reduce 
tain  and  spasm 


nee  duodenal  ulcer  is  frequently  associated  with 
xessive  anxiety  and  tension,  therapy  logically  demands 
lief  from  both  the  psychic  and  the  somatic  discomfort, 
brax  can  help  provide  this  dual  relief.  Only  Librax  pro- 
des  in  a single  capsule  both  the  antianxiety  action  of 
brium®  (chlordiazepoxide  HCl)  and  the  antisecretory/ 
Jtispasmodic  action  of  Quarzan®  (clidinium  Br).  With 
i brax,  the  patient  usually  tends  to  react  less  strongly 
anxiety-provoking  situations,  and  hypersecretion  and 
bpermotility  are  also  reduced.  A reduction  of  asso- 
I sated  pain  and  spasm  can  also  be  expected,  and  often 
i cer  attacks  become  fewer  and  farther  between ! 


Ip  to  8 capsules  daily 
ii  divided  doses 


ptimum  therapeutic  response  can  be  achieved  with 
: dividualization  of  dosage— within  the  range  of  1 or  2 
psules,  3 or  4 times  daily.  Many  patients  will  respond 
ell  to  1 capsule  t.i.d.  and  2 at  bedtime.  Librax  can 
ten  be  relied  on  both  to  help  in  managing  the  acute 
.tack  and  to  help  the  patient  maintain  gains  in  therapy. 
|brax:  Initial  therapy,  Rx  #35,  Sig:  cap.-f  t.i.d.  a.c. 
d -77"  h.s. 

^How-up  therapy,  Rx  #100,  Sig:  cap t.i.d.  a.c. 


litd -ft  h.s. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders,-  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  in- 
crease gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute  rage)  have  been  reported 
in  psychiatric  patients.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido  — all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and  con 
stipation.  Constipation  has  occurred  most  often  when  Librax  ther- 
apy is  combined  with  other  spasmolytics  and/or  low  residue  diets. 
Dosage:  Individualize  for  maximum  beneficial  effects.  Usual  main- 
tenance dose  is  1 or  2 capsules,  3 or  4 times  a day,  before  meals 
and  at  bedtime.  Geriatric  patients  — see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlordiaz- 
epoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium  bromide 
(Quarzan®)  —bottles  of  100 and  500. 
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THE  PILL  AND  THE  IUD: 
Fact  vs  Fantasy 


EDWARD  SATTENSPIEL,  M.D. 
Phoenix,  Arizona 


The  recorded  history  of  contraception  is  al- 
most as  ancient  as  the  recorded  history  of  man- 
kind.1 Egyptian  papyruses  describe  a variety  of 
medications  and  materials  for  vaginal  insertion 
to  prevent  conception,  including  gums,  honey, 
and  crocodile  dung.  The  Bible  records  Onan’s 
sin  of  coitus  interruptus,  which  turned  out  to 
be  a fatal  mistake  of  his,  when  he  refused  to 
adhere  to  the  law  which  demanded  that  he  im- 
pregnate his  dead  brother’s  widow.  The  Greeks 
and  Romans  recorded  the  practice  of  coitus  in- 
terruptus, the  use  of  a variety  of  vaginal  oint- 
ments and  tampons,  a rhythm  technique  (Sor- 
anus  inaccurately  advised  abstinence  just  prior 
to,  during,  and  immediately  after  the  menses), 
post-coital  douching,  applications  such  as  olive 
oil  on  the  penis,  and  the  insertion  of  a ring 
through  the  prepuce  after  it  was  pulled  forward 
over  the  glans.  There  was  a concept  in  the  Orient 
that  if  a woman  remained  absolutely  passive 
during  coitus,  conception  would  not  occur.  Well 
known  is  the  practice  of  Arab  camel  drivers  a 
millenium  ago  of  inserting  a smooth  round  stone 
in  the  uterus  of  the  female  camel  to  prevent 
conception  during  the  long  months  of  a caravan 
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journey  across  the  desert,  a pregnant  camel  be- 
ing evidently  quite  unmanageable  in  a caravan. 
Studies  of  primitive  societies  in  our  present  times 
have  brought  to  light  such  practices  as  the  in- 
sertion of  a hollowed-out  half  lemon  for  a cer- 
vical cap,  the  placement  of  an  okra  seed  pod  in 
the  vagina  as  a receptacle,  the  use  of  a strin- 
gent suppositories  containing  substances  like  tan- 
nic acid,  and  the  surgical  procedure  of  slitting 
the  urethra  at  the  base  of  the  penis  to  prevent 
ejaculation  of  the  semen  into  the  vagina  (creat- 
ing an  artificial  hypospadias). 

Thus,  the  search  for  the  ideal  method  of  con- 
traception can  be  seen  to  have  occupied  the 
efforts  and  ingenuity  of  men  since  the  dawn  of 
human  society.  What  are  the  characteristics  of 
an  ideal  method?  It  should  be  100%  effective 
yet  completely  reversible,  completely  safe  and 
without  side  effects.  It  should  be  simple  to  use, 
requiring  a minimum  of  patient  effort,  motiva- 
tion, and  education.  There  should  be  no  disrup- 
tion of  the  libido  or  interference  with  the  spon- 
taneity of  coital  behavior.  Cost  should  be  low 
and  acceptability  high,  creating  no  conflict  with 
cultural  ideals  or  taboos.  The  perfect  contracep- 
tive provides  the  perfect  means  for  the  well- 
recognized  human  need  for  sexual  enjoyment 
without  fear  of  pregnancy.  The  closest  that  mod- 
ern medicine  has  come  to  achieving  this  ideal 
is  through  the  pill  and  the  IUD;  these  will  be 
considered  in  terms  of  fulfilling  the  above  cri- 
teria. (Chart  1) 

Modern  usage  of  the  IUD  dates  from  the 
early  twentieth  century  when  there  was  wide- 
spread use  of  stem  pessaries  of  wood,  rubber, 
and  metal.2  These  were  of  various  designs,  some 
like  collar  buttons  and  others  like  wishbones, 
the  former  extending  into  the  endocervical  canal 
and  the  latter  up  into  the  uterine  cavity.  They 
were  used  both  for  contraception  and  for  pro- 
ducing abortion,  but  were  responsible  for  many 


CHART  1 

ATTRIBUTES  OF  IDEAL  CONTRACEPTION 

100%  Effectiveness 
100%  Safety 
Complete  Reversibility 
Lack  of  Side  Effects 
Minimal  Patient  Motivation 
Minimal  Patient  Education 
Simplicity 

No  Interference  With  Coital  Spontaneity 

No  Libido  Effects 

Low  Cost 

High  Acceptability 

complications  including  infection,  hemorrhage, 
and  even  death.  This  led  to  their  abandonment. 
It  is  said  that  the  accidental  breaking  off  and 
retention  in  the  uterus  of  the  ends  of  the  wish- 
bone stem  pessaries  led  to  the  rediscovery  of 
the  effectiveness  of  an  intrauterine  foreign  body 
for  contraception.1  Several  publications  on  the 
use  of  silkworm  gut  rings  as  IUDs  appeared 
early  in  this  century,  the  most  popular  and  wide- 
ly known  device  being  the  ring  devised  by  Graf- 
enberg  and  made  of  either  silkworm  gut  or  silver 
wire.  Side  effects  of  bleeding  and  infection  due 
to  poor  technique  or  difficulty  of  insertion  led  to 
the  discrediting  of  these  devices.  The  present  day 
IUD  came  into  being  in  the  early  1960’s  with 
the  development  of  polyester  plastics  which 
could  be  stretched  out  into  a straight  line  for 
ease  of  insertion  and  removal,  but  resumed  their 
original  shape  in  utero. 

Oral  contraception  is  anything  but  a new  con- 
cept of  mankind.  Folk  medicine  is  replete  with 
innumerable  potions,  plant  extracts,  and  con- 
coctions of  all  sorts  of  materials  to  be  ingested 
to  prevent  or  reduce  fertility.  However,  develop- 
ment of  safe  and  reliably  effective  oral  contra- 
ceptive agents  had  to  await  the  understanding 
of  reproductive  physiology  and  the  role  played 
by  the  ovaries  which  came  to  light  in  the  early 
1900’s,  followed  by  the  isolation  of  estrogen  and 
progesterone  in  the  1930’s.  It  was  learned  then 
that  the  administration  of  these  hormones  could 
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block  ovulation.  However,  the  progesterone  had 
to  be  administered  parenterally  to  be  active  and 
there  was  a significant  amount  of  irregular 
bleeding  with  early  cyclic  therapy.  In  addition, 
inconstant  and  unreliable  results  were  denoted 
by  frequent  breakthrough  ovulation.  The  even- 
tual development  of  an  orally  effective  proges- 
tational agent,  norprogesterone  (in  the  form  of 
norethindrone  and  norethynodrel ),  and  its  com- 
bination with  an  estrogen  to  control  break- 
through bleeding  produced  the  first  clinically 
effective  and  acceptable  birth  control  pill  in  the 
early  1950’s. 

Effectiveness 

Effectiveness  of  contraceptive  methods  is  de- 
noted by  the  pregnancy  rate  associated  with  the 
use  of  each  method.  Pregnancy  rates  are  usually 
calculated  as  the  number  of  pregnancies  per  100 
women  years  of  exposure.  This  means  the  num- 
ber of  pregnancies  occurring  in  one  year  among 
100  normally  fertile  women  having  regular  inter- 
course with  at  least  average  frequency.  Chart  2 
lists  the  pregnancy  rates  cited  for  the  different 
methods  of  contraception  used  in  our  society.3 
These  pregnancies  represent  method  failure  and 
not  included  are  those  pregnancies  resulting  from 
patient  failure. 

Unquestionably,  the  oral  use  of  synthetic  pro- 
gesterone-estrogen tablets  is  the  most  effective 
method  of  contraception  available  at  present. 
The  theoretical  effectiveness  of  the  so-called 


CHART  2 

PREGNANCY  RATES 


Method 

Pregnancies  per  100  w 

Oral 

0.0-0.3 

Iud 

2 

IUD 

2 

Diaphragm 

14 

Condom 

14 

Withdrawal 

17 

Chemical 

20 

Rhythm 

38 

Douche 

41 

No  contraception 

84 

combined  pill  regime  ( not  the  sequential  pill  re- 
gime) is  virtually  100%.  Patient  failure  prob- 
ably accounts  for  the  very  low  pregnancy  rate 
of  0.1  pregnancy  per  100  women  years,  even 
though  this  cannot  always  be  proven.  The  effec- 
tiveness of  the  IUD,  resulting  in  only  two  un- 
planned pregnancies  per  100  women  years  of 
use  (when  the  IUD  is  retained  in  the  uterus), 
makes  this  the  second  most  effective  method  of 
contraception.  Indeed,  only  in  such  a sophisti- 
cated society  as  ours  would  such  a low  pregnancy 
rate  raise  any  doubts  or  fears  about  the  reliab- 
ility of  this  method. 

Safety 

The  question  of  safety  of  the  pills  has  prob- 
ably created  more  furore  in  our  society  in  the 
past  decade  than  any  other  major  social  prob- 
lem, with  the  possible  exception  of  the  Viet  Nam 
war.  A retrospective  study  of  the  incidence  and 
mortality  risk  of  thromboembolic  disease  in  wo- 
men of  child-bearing  age  was  published  in 
Great  Britain  in  1967,  showing  approximately 
a seven-fold  increased  risk  to  women  on  the  pill 
as  compared  to  controls.4  Widespread  apprehen- 
sion and  even  panic  over  taking  the  pill  arose, 
leading  to  the  somewhat  circus-like  and  sensa- 
tional Nelson  Committee  Congressional  hear- 
ings in  this  country  in  1970.  One  anti-pill  advo- 
cate at  the  time  of  the  hearings  gleefully  stated, 
“the  pill  will  be  off  the  market  by  1971. ”5  All  of 
this  tempest  concerned  a possible  risk  of  fatal 
embolism  in  women  on  pills  that  was  reported, 
retrospectively,  (in  the  British  study)  as  about 
1 in  30,000,  as  compared  to  a risk  of  1 in  200,- 
000  women  of  similar  age  not  using  the  pill.  Even 
assuming  this  to  be  a true  reflection  of  facts,  it 
compares  to  an  automobile  accident  mortality 
risk  in  the  United  States  in  1969  of  approxi- 
mately 8 in  30,000  (26.8  per  100,000). 6 One  might 
comment  that  taking  pills  is  at  least  eight  times 
safer  than  regularly  driving  to  your  friendly 
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neighborhood  shopping  center.  Also,  the  risk  of 
pregnancy  (maternal  mortality)  is  6 or  7 in  30,- 
000;  if  pills  were  outlawed  it  can  be  assumed 
that  perhaps  30-40%  of  former  pill  users  would 
become  pregnant,  resulting  in  a maternal  mor- 
tality risk  significantly  greater  than  their  pre- 
viously questionable  risk  from  pills. 

However,  to  effectively  discount  these  con- 
clusions about  the  pill  and  thromboembolic  dis- 
ease, a much  more  extensive  prospective  study  of 
much  greater  validity  assembled  in  this  country 
was  published  in  The  Journal  of  the  American 
Medical  Association  in  January  1972.7  This  study 
showed,  beyond  question,  that  the  incidence  of 
thromboembolic  disease  in  women  is  not  in- 
creased either  by  oral  contraceptives  or  by  preg- 
nancy. The  data  also  demonstrated  that  women 
with  a history  of  thromboembolic  disease  are  not 
more  susceptible  to  a recurrence  when  using  oral 
contraceptives,  and  women  developing  thrombo- 
phlebitis have  recovered  uneventfully  while  con- 
tinuing to  use  oral  contraceptives.  In  contrast  to 
previous  scare  reports  about  pills,  this  important 
and  most  extensive  study  to  date  has  not  yet 
been  quoted  as  a cover  headline  on  any  popular 
woman’s  magazine  to  my  knowledge,  but  then 
it  probably  wouldn’t  sell  as  many  magazines  as 
the  scare  headlines.  The  same  U.  S.  prospec- 
tive study  also  refuted  previously  widely  pub- 
licized results  of  the  retrospective  British  study 
which  related  an  increased  estrogen  content  of 
pills  to  an  increased  incidence  of  thrombo- 
embolic disease.8  The  U.  S.  study  showed  that 
at  all  dosages  of  estrogen  the  incidence  was  not 
greater  than  the  average  normal  rate  of  2.2  cases 
per  1000  women  of  childbearing  age  per  year 
not  on  the  pill.  This  prospective  U.  S.  study 
included  over  80,000  women  taking  oral  con- 
traceptives for  over  1,000,000  cycles,  as  well  as 
a review  of  the  incidence  of  thromboembolic 
disease  in  over  350,000  pregnancies. 

Although  detailed  comparable  mortality  statis- 
tics related  to  the  use  of  the  IUD  are  not  avail- 
able, there  is  evidence  of  increased  incidence 
of  pelvic  inflammatory  disease  in  women  after 
insertion  of  an  IUD.  One  such  study,  reported 
in  1968,  gave  an  incidence  of  2 to  3 percent.4  Al- 
though the  majority  of  such  cases  were  mild  and 
responded  well  to  treatment  without  removal  of 
the  device,  some  serious  complications  developed 
and  ten  deaths  attributed  to  pelvic  infection  and 
associated  with  an  IUD  were  known  to  have 
occurred  in  the  United  States  by  that  time, 


when  informed  guesses  estimated  that  between 
one  and  two  million  IUDs  had  been  inserted  in 
this  country.  Perforation  of  the  uterus  has  been 
estimated  to  occur  in  perhaps  1 in  1,000  inser- 
tions but  causes  few  serious  disabilities.  Intestinal 
obstruction  has  been  reported  as  resulting  from 
this  complication  in  14  or  15  women,  but  all  of 
these  cases  involved  the  use  of  a closed-loop 
type  of  device  (such  as  Bowman’s  Bow,  Hall- 
Stone  ring,  etc. ) . This  complication  has  not  been 
reported  with  open  devices,2  and  practically  all 
IUDs  used  today  are  of  this  type. 

One  final  word  about  safety.  If  there  is  any 
aspect  of  life  under  the  influence  of  heredity 
or  environment  that  has  not  been  implicated  as 
a potential  cause  of  cancer,  it  would  be  very 
surprising.  So  it  follows  that  this  question  has 
been  raised  and  will  continue  to  intrude  into 
the  consideration  of  any  contraceptive  measure, 
including  the  pill  and  IUD.  There  has  been  no 
conclusive  scientific  evidence  or  even  valid  in- 
dication (other  than  the  pessimistic  prophecies 
of  frustrated,  post-climateric  male  physicians) 
that  there  are  any  carcinogenic  effects  of  the  pill 
or  the  IUD.9- 2 

Reversibility 

Reversibility  of  contraceptive  effects  of  an 
agent  after  its  use  is  discontinued  is  obviously 
a major  consideration  in  the  selection  of  a method 
of  birth  control.  It  has  been  reported  that  75 
percent  of  women  who  have  been  on  oral  con- 
traceptives ovulate  during  the  first  post-treat- 
ment cycle,  and  87-98  percent  ovulate  within 
three  cycles  of  discontinuance.10  In  general,  the 
first  post-treatment  cycle  is  prolonged,  more  so 
following  the  combined  than  the  sequential 
regime;  it  is  important  to  note  that  this  pro- 
longation seems  to  have  no  relationship  to  dura- 
tion of  therapy,  occurring  to  the  same  degree 
after  several  months  of  use  as  after  many  years 
of  use  of  the  pill.  Amenorrhea  of  six  months 
to  a year  or  longer  after  oral  contraception  use 
is  infrequent  ( 1-2% ) and  is  often  correlated 
with  menstrual  abnormalities  existing  prior  to 
the  use  of  pills.  Such  patients  have  readily  re- 
sponded to  ovulation  induction  with  clomiphene 
citrate.11 

The  effects  of  the  IUD  are  completely  rever- 
sible after  the  device  has  been  removed,  and 
studies  have  confirmed  the  rapid  return  of  fer- 
tility. In  this  regard,  the  IUD  has  an  advan- 
tage over  the  pill,  although  ultimate  fertility 
after  either  method  is  comparably  good. 
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Side  Effects 

There  have  been  many  side  effects  reported 
from  usage  of  contraceptive  pills,  some  attrib- 
uted to  the  progestagen  content  and  others  to 
the  estrogen  content  of  the  pills,  as  soon  in 
Chart  3. 12  A thorough  discussion  of  all  of  these 
would  require  at  least  a short  book;  however, 
certain  significant  general  statements  about 
these  problems  are  in  order.  First  of  all,  the 
vast  majority  of  these  side  effects  are  reported 
for  only  5 to  10  percent  or  less  of  all  patients  on 
the  pill,  even  in  poorly  controlled  studies.  Sec- 
ondly, none  of  these  side  effects  have  been 
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SIDE  EFFECTS  OF  ORAL  CONTRACEPTIVES 
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Depression 
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Increased  Candidiasis 


Estrogen-related 

Nausea  and  Vomiting 
Mucorrhea 
Chloasma 
Breast  Tenderness 
Supression  of  Lactation 
Fluid  Retention 
Headache 
Irritability 
Dysmenorrhea 
Hypermenorrhea 
Fibroid  Growth 
Visual  Changes 
Hypertension 
Carbohydrate  Metabolism 
Disturbance 


proven  to  be  dangerous,  although  their  occur- 
ance  leads  to  discontinuing  this  method  of  con- 
traception in  many  cases.  One  of  the  few  care- 
fully controlled  double-blind  studies,  reported 
by  Goldzieher  et  al,13  concluded  that  the  placebo 
incidence  accounted  for  the  vast  majority  of  all 
the  side  effects  that  were  observed.  Another 
conclusion  was  that  the  usual  uncontrolled  clin- 
ical trials  of  pills  have  attributed  to  these  agents 
a substantial  incidence  of  side  effects  which,  in 
fact,  would  be  present  without  the  medication. 
Nevertheless,  untoward  side  effects  of  the  pills 
do  occur  in  some  patients  and  cannot  be  ig- 
nored. The  incidence  and  severity  of  these  side 
effects  can  often  be  reduced  by  selection  of 
another  pill  with  a different  estrogen  or  progesta- 
gen level  of  activity,  depending  on  the  nature  of 
the  side  effect.  (Chart  4). 

The  major  side  effect  associated  with  the  IUD 
has  been  and  still  is  the  problem  of  bleeding. 
This  may  occur  as  frequent  and  irregular  inter- 
menstrual  bleeding,  profuse  and  prolonged  men- 
ses, or  both.  Rarely  is  the  amount  of  bleeding 
so  great  that  removal  of  the  device  is  manda- 
tory, but  subjective  objections  to  this  side  effect 
by  the  patient  or  her  husband  result  in  requested 


CHART  4 

HORMONAL  ACTIVITY  OF  ORAL 
CONTRACEPTIVES 


Progestational 

Estrogenic 

Demulen 

15 

Oracon 

200 

Ovulen 

15 

Ovral 

15 

Enovid  lOmg 

150 

Enovid  lOmg 

10.9 

Demulen 

100 

Ovulen 

100 

Ortho-Novum  lOmg 

10 

Ovral 

100 

Norinyl  lOmg 

10 

Norlestrin  2.5mg 

100 

Norlestrin  lmg 

100 

Enovid  5mg 

5.5 

Ortho-Novum  2mg 

100 

Norinyl  2mg 

100 

Norlestrin  2.5mg 

5 

Enovid-E 

100 

Enovid-E 

2.7 

Ortho-Novum  1/80 

80 

Ortho-Novum  SQ 

80 

Ortho-Novum  2mg 

2 

Norinyl  1+80 

80 

Norinyl  2mg 

2 

Norlestrin  lmg 

2 

Enovid  5mg 

75 

Ortho-Novum  1/80 

1 

Ortho-Novum  lOmg 

60 

Ortho-Novum  1/50 

1 

Norinyl  1+80 

1 

Ortho-Novum  1/50 

50 

Norinyl  1 -(-50 

1 

Norinyl  1+50 

50 

Oracon  minimal 

Ortho-Novum  SQ  minimal 

(Norethindrone  1 mg  used  as  standard  unit  of  “1”) 
(Mestranol  1 meg  used  as  standard  unit  of  “1”) 


removal  of  an  IUD  in  about  5 to  10  percent 
of  users.  Spontaneous  expulsion  of  an  IUD  is 
reported  in  1 to  2 percent  of  patients  for  most 
devices  presently  in  use,  the  majority  occurring 
during  the  first  cycle  of  use.  A somewhat  higher 
percentage  of  expulsions  ( as  well  as  pregnancies ) 
occurs  in  nulligravid  females  using  the  IUD. 
On  the  initial  insertion  of  an  IUD,  minimal  to 
moderate  pelvic  cramping  is  usually  noted  by 
women  who  have  borne  children.  This  is  almost 
always  of  short  duration  (up  to  a few  hours 
at  most).  Nulligravid  women,  on  the  other  hand, 
may  experience  severe  discomfort  on  insertion 
which  can  persist  for  days,  sometimes  necessi- 
tating removal  of  the  device  for  relief.  In  a very 
small  percentage  of  users  of  IUDs,  secondary 
pelvic  pain  and  dysmenorrhea  can  occur  after 
months  of  use,  leading  to  removal  of  the  device 
Motivation  and  Education 
Patient  motivation  and  education  are  impor- 
tant considerations  in  the  success  of  any  method 
of  contraception.  Fear  of  a new  method  is  a 
common  phenomenon  and  relates  to  apprehen- 
sion about  either  potential  failure  of  contracep- 
tion or  possible  dangers  of  a relatively  untried 
method.  If  a patient  is  well-motivated  and  prop- 
erly instructed  prior  to  the  insertion  of  an  IUD, 
the  continued  presence  of  the  device  will  pro- 
vide protection  regardless  of  the  degree  of  con- 
tinued motivation.  The  pill,  on  the  other  hand, 


ARIZONA  MEDICINE  637 


requires  continued  high  degree  of  motivation 
and  sufficient  education  to  be  able  to  adhere  to 
a definite  schedule  of  taking  pills. 

Simplicity 

The  swallowing  of  a pill  daily,  resulting  in 
completely  effective  birth  control,  is  perhaps  as 
simple  a method  as  has  ever  been  devised.  In- 
sertion of  an  IUD  is  much  more  complex  and 
requires  someone  skilled  in  the  procedure,  pref- 
erably a physician.  In  under-developed  coun- 
tries with  the  problem  of  a shortage  of  physicians, 
para-medical  personnel  can  be  trained  to  insert 
IUDs  safely  and  successfully.  As  previously 
noted,  the  IUD  method  presents  no  technical 
problems  to  the  user  after  insertion  has  been 
successfully  completed  and  the  intrauterine  posi- 
tion is  maintained. 

Coilal  Spontaneity  and  Libido  Effects 

Any  method  of  contraception  that  is  not  direct- 
ly related  to  the  coital  act  and  therefore  does 
not  interfere  with  the  spontaneity  of  such  be- 
havior has  obvious  advantages.  Both  the  pill  and 
the  IUD  fulfill  this  requirement,  although  the 
need  for  swallowing  the  pill  daily  may  consti- 
tute a constant  reminder  of  contraception.  This 
may  be  a disadvantage  in  those  patients  with 
strong  subconscious  inhibitions  or  fears  about 
birth  control.  There  are  no  direct  effects  of  either 
method  on  libido.  Changes  in  libido  have  been 
reported;  however,  elevated  libido  is  most  often 
due  to  relief  of  fear  of  pregnancy,  and  lowered 
libido  is  secondary  to  other  direct  side  effects 
of  both  methods  such  as  depression,  irregular 
bleeding,  etc. 

Cost 

The  cost  of  any  method  is  a factor  in  its  selec- 
tion. For  the  IUD,  the  cost  is  mostly  the  initial 
fee  for  the  insertion,  the  device  itself  being  quite 
inexpensive.  The  cost  of  pills  is  relatively  minor 
in  developed  societies,  although  women  who 
have  intercourse  infrequently  may  feel  that  the 
expense  is  not  worth  their  while.  This  factor  of 
cost  is  of  much  more  significance  in  underde- 
veloped countries  where  both  individual  and  na- 
tional resources  are  limited  and  necessary  funds 
just  not  available. 

Acceptability 

Finally,  the  acceptability  of  a method  of  birth 
control  is  of  great  importance  in  that  there  must 
be  little  or  no  conflict  with  subconscious  fears  or 
cultural  taboos.  Some  women  have  a fear  of 
swallowing  any  kind  of  pills  or  drugs.  In  our 
relatively  well-educated  society,  there  are  both 


men  and  women  who  express  fears  of  the  pill 
because  of  “tampering  with  hormones,”  cancer, 
etc.  The  significant  incidence  of  at  least  some 
irregular  bleeding  with  the  IUD  may  run  into 
important  cultural  taboos.  In  certain  cultures, 
among  some  religious  groups,  and  with  many 
individuals,  any  irregular  bleeding  is  of  major 
importance  because  sexual  relations  are  pro- 
hibited or  refused  in  the  , resence  of  any  bleed- 
ing, regardless  of  degree.  In  most  societies,  how- 
ever, adequate  educa^'"  about  the  facts  asso- 
ciated with  either  th~  ^ul  or  the  IUD  should 
make  both  these  methods  highly  acceptable 
and  satisfactory. 

Summary 

In  summary,  it  can  be  seen  that  the  selection 
of  a method  of  contraception  is  a complex  prob- 
lem and  ideally  must  be  suited  to  the  needs, 
desires,  and  reactions  of  both  the  society  and  the 
individual  patient.  The  role  of  the  physician 
must  be  that  of  an  advisor  rather  than  a selector. 
Patients  should  be  presented  with  the  advan- 
tages and  disadvantages  of  the  pills,  IUDs,  or 
any  other  birth  control  method  in  an  unbiased, 
factual  manner;  then  they  will  be  in  a position 
and  should  be  permitted  to  select  their  own 
method  of  choice,  preferably  after  consultation 
with  their  spouses.  The  prejudices  of  the  physi- 
cian should  not  be  visited  on  his  patients.  Al- 
lowing educated  choice  of  contraception  by  pa- 
tients will  remove  an  unnecessary  heavy  load  of 
responsibility  for  untoward  side  effects  and  un- 
planned pregnancies  from  the  shoulders  of  the 
physician  . . . and  we  have  troubles  enough 
already. 
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THE  SUSPICIOUS  PAP  SMEAR 


Communities  with  intensive  and  repeated  pap 
smear  screening  have  nearly  completely  elim- 
inated death  from  cancer  of  the  cervix.  This 
most  efficient  of  all  survey  methods  needs,  how- 
ever, intelligent  interpretation  of  the  spectrum 
of  change  represented  by  the  more  sophisticated 
pathological  pictures  now  recognized.  A far  cry 
today  from  the  over  simplified  numerical  classi- 
fication of  a few  years  ago  are  the  terms  dyskary- 
osis  and  dysplasia  as  well  as  the  ancillary  diag- 
noses of  fungus,  trichomonas  and  viral  infection 
so  ably  presented. 

As  the  cytologists  have  so  added  to  our  armen- 
tarium  of  knowledge  it  behooves  the  clinician  to 
similarly  utilize  this  information  in  a structured 

Presented  at  81st  Annual  Meeting  ARMA,  Scottsdale,  Arizona, 
April  27,  1972. 
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plan  of  attack.  This  address  will  present  such  an 
approach  based  upon  our  new  knowledge  of  the 
progression  of  cervical  neoplastic  change  and  the 
obvious  desirability  of  interruption  of  those 
changes  prior  to  the  advent  of  invasive  cancer. 
Retrospective  studies  by  Hertig1  and  others  as 
well  as  a few  courageous  prospective  analyses 
such  as  Petersen’s2  127  patients  followed  over 
10  years  have  statistically  given  us  an  index  of 
the  risk  of  allowing  early  changes  to  go  untreat- 
ed. 26.8%  developed  invasive  cancer.  However, 
he  also  found  at  the  end  of  3 years  observation 
there  had  been  no  progress  in  50  patients,  and 
aparent  disappearance  of  lesions  in  30  patients. 
Stern  and  Neely3  in  following  94  cases  of  dysp- 
lasia noted  a rate  of  106/1000  new  cases  of  ca- 
in-situ  vs  normal  5.1/1000,  and  of  invasive  cancer 
of  11/1000  vs  normals  1.5/1000.  Although  there 
may  still  be  some  uncertainties  about  the  rate  of 
progression  of  the  borderline  lesions,  their  basic 
nature  has  been  established. 

The  first  cytological  cell  difference  lies  en- 
tirely within  the  nucleus  and  is  called  dyskary- 
osis.  With  an  apparently  normal  and  intact  cyto- 
plasm, nuclear  changes  vary  from  mild  to  severe. 
Early  dyskaryosis  shows  nuclear  enlargement, 
multinucliation,  and  may  progress  to  hypercrom- 
asia,  chromatin  pattern  changes,  variation  in  nu- 
clear size  and  shape,  and  the  occasional  prom- 
inent nucleoli  of  late  dyskaryosis.  With  addition- 
al change  in  the  cytoplasm  and  increasing  pleo- 
morphism  of  the  nucleus,  the  cytoplasmic  kera- 
tinization,  change  in  cell  shape,  and  cytoplasmic- 
nuclear  ratio  suggest  cancer.  However,  the  chan- 
ges are  less  than  in  ca-in-situ  and  there  is  fairly 
good  stratification  of  the  epithelium  with  vari- 
able degrees  of  maturation  toward  the  surface. 
Richart4  has  followed  these  changes  in  557  pa- 
tients and  found  94%  persisting  or  progressing 
to  ca-in-situ  or  invasive  lesions.  In  Lange’s5  study 
of  83  patients  with  dyskaryosis,  22%  developed 
invasive  cancer  within  5 years;  17  patients  with 
dysplasia  were  followed  and  35%  developed  can- 
cer within  5 years.  Others  such  as  McKay,6  Lam- 
bert and  Woodruff7  have  somewhat  different  fig- 
ures, only  4 to  10%  progressing  to  ca-in-situ. 
Close  analysis  however  reveals  very  similar  re- 
sults in  the  untouched  cervix. 

At  this  early  stage  of  disordered  cells,  the 
healthy  normal  squamous  epithelium  apparently 
has  a much  greater  regenerative  potential.  The 
biopsy,  the  cone,  the  hot  or  cold  cauterization, 


or  even  childbirth,  often  provides  the  neces- 
sary stimulus  for  the  normal  to  crowd  out  the 
abnormal.  Jordan8  in  a prospective  study  of  ca- 
in-situ  and  borderline  lesions  over  periods  of  7 
months  to  10  years  emphasized  minimal  lesion 
disturbance  by  cytology  follow-up  after  initial 
biopsy  classification.  Tetracycline  suppositories 
for  associated  infection  were  the  only  therapy 
given.  17  of  67  patients  showed  total  regres- 
sion of  which  all  but  2 were  attributed  to  either 
treatment  by  biopsy  or  tetracycline.  Even  a small 
biopsy  may  cause  disappearance  of  a focus  of 
in-situ  cancer.  It  is  reasonable  to  assume  the 
proliferative  capacity  of  early  neoplasia  is  in  some 
cases  low  with  healthy  regenerating  epithelium 
dislodging  and  replacing  the  abnormal  epithe- 
lium. 

Recognizing  this  protective  reaction,  the  inter- 
ruption of  chain  of  events  at  the  dyskarotic  or 
mild  dysplastic  stage  is  certainly  indicated.  Cryo- 
surgery with  its  simplicity,  painlessness,  absence 
of  later  problems  of  bleeding  and  stenosis  seems 
to  be  a perfect  modality  of  treatment  as  pre- 
ventive medicine.  Beadling9  at  Andrews  Air 
Force  Base  reported  that  of  66  women,  Vz  of 
whom  had  dysplasia  on  biopsy,  97%  reverted  to 
normal  findings.  Crisp10  also  followed  193  pa- 
tients, 151  with  dysplasia  and  42  with  ca-in-situ 
for  6 years  without  evidence  of  recurrence.  Par- 
ticularly, then,  in  the  well  followed  patient  who 
after  normal  smears  develops  dyskaryosis,  this 
treatment  approach  may  well  prevent  any  further 
progression  of  the  disease. 

Severe  dysplasia  lies  so  close  to  actual  ca-in- 
situ,  both  in  the  spectrum  of  change  as  well  as 
physically  in  the  multicentered  foci  c)f  change 
found  on  the  cervix  that  additional  investigation 
to  rule  out  the  concommitant  presence  of  more 
severe  changes  is  necessary.  Christopherson  and 
Parker11  found  11%  of  severe  dysplasia  to  have 
ca-in-situ  on  serial  sectioning.  Biopsies  of  an- 
terior and  posterior  cervical  lips  vie  with  cold 
knife  conization  as  the  most  popular  tools  to  pro- 
vide the  pathologist  with  histological  material. 
Both  have  their  staunch  advocates  and  at  this 
juncture  it  is  obvious  that  there  is  a place  for 
both. 

All  the  while,  the  colposcopist  smugly  sits  by 
and  superiorally  smiles  on  us.  The  simple  in- 
spection microscopically  of  the  cervical  surface 
with  the  colpomicroscope  in  experienced  hands 
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undoubtedly  adds  a new  dimension  to  the  analy- 
sis of  cervical  changes.  At  the  least,  intelligent 
decision  as  to  biopsy  site  is  provided.  At  the 
same  time  many  in  this  field  are  so  confident 
as  to  base  their  definitive  treatment  on  colpo- 
scopic  findings  alone  without  histological  con- 
firmation. Regardless,  then,  on  our  choice  of 
modality,  at  this  point  we  have  either  confirmed 
or  denied  the  presence  of  ca-in-situ.  Severe  dysp- 
lasia alone  may  be  handled  as  the  lesser  degrees 
are  with  cryosurgery  and  repeated  cytology  fol- 
low-up at  two,  six,  and  twelve  month  intervals. 
The  evolution  of  the  dysplastic  lesion  to  invasive 
cancer  is  slow  and  uncertain,  but  since  histologic 
criteria  fail  to  distinguish  lesions  with  unfavor- 
able outcome  all  borderline  lesions  must  be  con- 
sidered potentially  dangerous. 

Dysplasia  changes  to  ca-in-situ  when  there  is 
histological  loss  of  stratification  and  replace- 
ment of  the  epithelial  layer  by  cells  with  nuclear 
and  cytoplasmic  changes  indistinguishable  from 
invasive  carcinoma  but  without  penetration  of 
the  basement  membrane.  The  cytologist  is  now 
experienced  enough  to  give  us  his  diagnosis  from 
the  smear,  but  again  due  to  the  marked  ten- 
dency for  co-existence  of  in-situ  and  invasive 
lesions,  the  gynecologist  must  base  his  further 
care  on  histological  confirmation.  The  argument 
between  biopsy  and  cone  continues  to  exist.  Cer- 
tainly the  office  biopsy,  after  Shiller  test  is  sim- 
ple, inexpensive,  relatively  painless,  and  if  it 
confirms  an  invasive  lesion,  obviates  the  neces- 
sity of  hospitalization  and  anesthesia.  The  nega- 
tive biopsy  however  only  confirms  the  necessity 
for  conization. 

Todays  improvements  in  frozen  section  treat- 
ment of  the  operative  specimen  have  brought 
to  a reality  the  combined  conization-hysterec- 
tomy approach  in  carcinoma  in-situ  and  some 
would  argue  in  the  micro-invasive  lesion  as  well. 
Where  child  bearing  is  no  longer  important  to 
the  patient,  total  hysterectomy  from  either  vag- 
inal or  abdominal  approach  is  definitive  treat- 
ment. For  years  removal  of  an  adequate  vaginal 
cuff  was  thought  to  be  necessary.  Creasman  and 
Rutledge12  in  their  experience  at  M.D.  Anderson 
Hospital  have  recently  been  able  to  effectively 
question  its  necessity.  At  the  least,  we  can  feel 
easier  in  the  occasional  case  where  the  cuff  on 
the  specimen  is  markedly  different  from  what 
we  surgically  anticipated.  Where  the  conization 
specimen  has  apparently  removed  all  the  area 


of  ca-in-situ,  when  all  the  pros  and  cons  have 
been  comprehended  by  the  patient,  the  decision 
to  elect  repeated  cytological  follow-up  with  fu- 
ture pregnancy  may  be  made.  Present  statistics 
of  Koss13  show  93%  of  in-situ  lesions  not  pror- 
ressing  rapidly,  but  7%  do  develop  invasive 
change.  We  have  all  had  the  rare  case  where 
the  invasive  component  was  missed  on  the  orig- 
inal slides.  These  two  factors,  rapid  progression 
and  misdiagnosis,  alone  mitigate  against  any  lib- 
eral and  tolerant  attitude  toward  the  in-situ  le- 
sion. 


SUMMARY 

It  is  recognized  that  a definite  cytological  pic- 
ture of  the  spectrum  of  change  from  normal  to 
invasive  cervical  carcinoma  is  effectively  diag- 
nosed by  routine  pap  smear  screening.  Gyne- 
cologic interpretation  of  these  changes  can  re- 
sult in  the  interruption  of  progression  at  the 
dyskaryotic  or  early  dysplastic  stage  by  cryosur- 
gery. Intelligent  histological  confirmation  by 
coloposcopy,  biopsy  and  or  conization  is  man- 
datory for  the  selection  of  definitive  treatment 
for  severe  dysplasia,  carcinoma  in-situ  and  micro- 
invasive  carcinoma  of  the  cervix.  It  must  be  kept 
in  mind  at  all  times  that  borderline  lesions  may 
be  adjacent  to  in-situ  or  even  invasive  cancer  of 
the  cervix. 
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ALTERNATIVES  TO  PSYCHIATRIC  HOSPITALIZATION:  THE  PIMA 
COUNTY  COMBINED  MENTAL  HEALTH  CARE  PROGRAM  EXPERIENCE 


ALLAN  BEIGEL,  M.D. 

Tucson,  Arizona 

A distressing  situation  often  confronts  the  fam- 
ily doctor:  What  to  do  with  the  psychiatric  patient 
who  does  not  need  commitment  but  who  cannot 
await  or  afford  private  psychiatric  care.  The  Pima 
Program  offers  the  beginning  of  a constructive 
solution  and  a model  for  other  communities. 

The  need  for  alternatives  to  psychiatric  hos- 
pitalizations became  manifestly  apparent  toward 
the  end  of  World  War  II.  During  this  conflict, 
15  million  men  were  examined  for  military  serv- 
ice and  12%  (1.8  million)  were  rejected  for 
neuropsychiatric  reasons;  they  represented  40% 
of  all  selective  service  rejections.1  In  addition, 
by  the  mid  1940’s,  more  than  450,000  patients 
throughout  the  United  States  were  hospitalized 
in  large  public  mental  institutions  like  the  Ari- 
zona State  Hospital  located  in  Phoenix.2 
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Most  of  them  were  receiving  long-term  cus- 
todial care  in  overcrowded  and  under-staffed 
public  facilities  which  were  often  located  far 
away  from  the  centers  of  population.  In  fact, 
when  the  Arizona  State  Hospital  was  built,  it 
was  also  far  away  from  the  center  of  popula- 
tion and  only  with  the  growth  of  the  city  and 
the  surrounding  suburban  areas  has  it  become 
part  of  the  City  of  Phoenix. 

In  many  respects,  this  pattern  was  in  keeping 
with  long-held  traditions  which  demanded  the 
removal  of  the  mentally  ill  from  their  homes, 
separation  from  their  communities,  and  place- 
ment in  special  facilities  where,  even  if  treat- 
ment was  not  available,  they  were  at  least  no 
longer  “a  menace  to  society.” 

Several  events  occurred  during  World  War  II 
and  the  period  shortly  thereafter  which  were 
responsible  for  the  beginning  of  slow  changes  in 
these  attitudes  and  resulted  in  the  search  for 
alternatives  to  inpatient  psychiatric  hospitaliza- 
tion. 

Experiences  of  psychiatrists  who  had  worked 
close  to  the  battlefield  demonstrated  the  prac- 
ticality and  effectiveness  of  short-term  treatment 
of  mental  disorders  without  hospitalization.3  Fur- 
thermore, the  advent  of  psychotropic  drugs,  tran- 
quilizers and  anti-depressants,  increased  the  pos- 
sibility that  disturbed  behavior  could  be  man- 
aged in  an  outpatient  setting. 

These  discoveries,  however,  were  not  suffi- 
cient by  themselves  to  reduce  substantially  the 
need  for  psychiatric  hospitalization  although 
they  curtailed  the  need  for  long-term  custodial 
care.  Obviously,  new  methods  of  service  deliv- 
ery were  needed  — to  act  as  preventatives  and 
as  alternatives  to  psychiatric  hospitalization. 
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The  Combined  Mental  Health  Care  Program 
of  Pima  County,  which  is  a joint  agreement  be- 
tween the  Arizona  State  Hospital,  representing 
the  Southern  Arizona  Mental  Health  Center  — 
an  outpatient  facility  located  in  Tucson,  the  Pima 
County  Board  of  Supervisors,  representing  the 
Pima  County  Hospital,  and  the  University  of 
Arizona  Board  of  Regents,  representing  the  Col- 
lege of  Medicine’s  Department  of  Psychiatry, 
was  specifically  designed  in  1969  and  imple- 
mented in  1970  to  offer  alternatives  to  psychia- 
tric hospitalization  which  would  decrease  the 
necessity  not  only  for  admission  to  the  Pima 
County  Hospital,  but  also  reduce  the  long-stand- 
ing trend  of  a high  rate  of  admission  to  the  Ari- 
zona State  Hospital  from  Pima  County. 

In  fact,  in  the  year  prior  to  the  implementa- 
tion of  the  Combined  Mental  Health  Care  Pro- 
gram in  September,  1970,  over  1,000  patients 
were  admitted  to  the  Pima  County  Hospital  and 
360  of  them  were  sent  to  the  Arizona  State  Hos- 
pital. The  census  at  the  Arizona  State  Hospital 
of  Pima  County  residents,  furthermore,  prior  to 
the  implementation  of  the  Combined  Mental 
Health  Care  Program,  was  slightly  over  200. 

What  then  were  the  new  services  which  the 
Combined  Mental  Health  Care  Program  intro- 
duced and  melded  into  a single  delivery  system 
which  was  able  to  impinge  upon  these  data. 

CRISIS  INTERVENTION 

Most  psychiatric  hospitalizations  occur  as  a 
result  of  an  acute  emergency,  such  as  the  de- 
pressed and  suicidal  patient  or  the  person  who 
suddenly  exhibits  psychotic  behavior.  Elective 
admission  for  diagnostic  evaluation  or  previously 
scheduled  procedures,  as  is  the  common  pattern 
in  surgery  and  medicine,  is  rare.  Preventing 
stressful  situations  from  developing  into  emer- 
gencies which  necessitate  psychiatric  hospitaliza- 
tion requires  the  creation  of  a crisis  intervention 
center,  or  Walk-In  Clinic,  within  the  local  com- 
munity where  specially  trained  people  are  avail- 
able both  in  person  and  by  telephone  to  assist 
anyone  who  requests  help  for  emotional  prob- 
lems. 

It  certainly  can  be  asked  why  the  emergency 
room  of  the  local  general  hospital  cannot  effec- 
tively fulfill  this  purpose  making  the  creation  of 
a separate  crisis  intervention  center  and  team 
unnecessary.  There  are  several  answers. 

The  emergency  room  of  the  general  hospital 
frequently  serves  as  the  first  link  leading  to  ad- 


mission because  the  patient  is  already  within  the 
hospital.  In  many  acute  psychiatric  conditions, 
the  patient  desire  is  to  regress  and  to  withdraw. 
The  hospital,  with  its  beds  and  caretakers,  tends 
to  support  this  wish  and  only  a concentrated  ef- 
fort against  the  desire  for  regression  can  prevent 
it.  Moving  the  crisis  intervention  center  away 
from  the  hospital  supports  the  effort  to  halt  the 
regressive  tendencies  seen  in  many  acutely  ill 
psychiatric  patients.  However,  ready  access  to  a 
hospital  and  psychiatric  beds  should  be  available 
for  those  patients  who  require  them. 

Second,  most  individuals  with  emotional  prob- 
lems are  likely  to  delay  in  seeking  help.  Despite 
recent  gains  in  changing  community  attitudes 
toward  the  mentally  ill,  a certain  stigma  is  still 
present  regarding  mental  illness.  Furthermore, 
until  recently,  many  hospitals  did  not  give  ade- 
quate treatment  for  emotional  problems  and  so 
disturbed  individuals  are  more  likely  to  delay 
seeking  help  if  it  is  only  available  to  them  at 
or  in  a hospital. 

Third,  personnel  in  most  hospital  emergency 
rooms  respond  with  professionalism  to  medical 
and  surgical  emergencies,  but  fall  short  when 
up  against  a special  problem  posed  by  acute 
psychiatric  cases.  Mental  health  teams  should  be 
created,  composed  not  only  of  psychiatrists  but 
also  of  other  mental  health  professionals  and 
specially  trained  nonprofessionals,  who  will  pro- 
vide comprehensive  care  (family  counseling, 
home  visits,  and  rapid  intervention)  during  a 
psychiatric  emergency.  An  individual  with  an 
acute  psychiatric  problem  may  require  contact 
every  day  for  several  days  and  this  can  be  best 
provided  by  a team  of  individuals  who  are  spe- 
cifically available  within  the  community  for  this 
purpose. 

Fourth,  the  availability  of  a crisis  interven- 
tion team  at  a non-hospital  facility  (like  the 
Southern  Arizona  Mental  Health  Center)  in- 
creases the  possibility  that  residents  of  the  com- 
munity will  seek  help  before  the  acute  crisis 
supervenes  because  this  type  of  facility  is  not  as 
threatening  to  a patient  as  a hospital.  With  ade- 
quate publicity  in  the  community,  the  crisis  in- 
tervention center  and  team  can  become  an  im- 
portant resource  for  non-emergency  interven- 
tion. 

The  experience  of  the  Combined  Mental 
Health  Care  Program  which  includes  a Walk-In 
Clinic  that  functions  in  a manner  as  I have  de- 
scribed has  been  most  illustrative  of  the  points 
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which  have  been  made.  During  its  first  sixteen 
months  of  operation,  the  Walk-In  Clinic,  which 
is  located  at  the  Southern  Arizona  Mental  Health 
Center  has  seen  an  average  of  over  175  new 
patients  a month,  more  than  double  the  number 
seen  in  the  year  prior  to  the  program.  Interesting- 
ly, only  15%  of  those  patients  seen  in  the  Walk-In 
Clinic  have  required  psychiatric  hospitalization. 

Another  impact  of  the  creation  of  the  Walk-In 
Clinic  has  been  a reduction  in  the  admission  rate 
to  the  Pima  County  Hospital.  During  the  first 
sixteen  months  of  the  Combined  Mental  Health 
Care  Program,  the  total  number  of  admissions  to 
the  Pima  County  Hospital  decreased  by  12%  in 
comparison  to  a similar  period  prior  to  the  ini- 
tiation of  the  Combined  Mental  Health  Care 
Program  despite  an  increase  in  the  total  number 
of  people  who  are  being  seen  for  care. 

The  relative  disparity  between  the  small  per- 
centage of  people  who  are  seen  in  the  Walk-In 
Clinic  and  require  hospitalization  and  the  mod- 
est decrease  in  the  rate  of  hospitalization  at  the 
Pima  County  Hospital  is  due  to  the  fact  that  a 
high  percentage  of  psychiatric  admissions  occur 
during  the  evening  and  nighttime  hours.  As  a 
result,  the  Walk-In  Clinic  has  been  extended  to 
the  Emergency  Room  of  the  Pima  County  Hos- 
pital where  a social  worker  in  present  seven  eve- 
nings a week  from  4:00  to  midnight  and  spe- 
cially trained  crisis  interventionist  are  available 
to  come  to  the  emergency  room  from  the  psy- 
chiatric unit  during  the  nighttime  hours,  be- 
tween midnight  and  8:00  a.m.  During  the  first 
sixteen  months  of  the  Program,  the  effect  on 
admission  rates  to  the  Arizona  State  Hospital 
was  also  pronounced.  The  number  of  admis- 
sions decreased  by  more  than  75%  and  the 
census  of  Pima  County  residents  at  the  Arizona 
State  Hospital  is  now  only  104. 

THE  PARTIAL  HOSPITAL 

Cameron  introduced  the  concept  of  the  par- 
tial hospital  to  North  America  in  1946  at  Mon- 
treal’s Allen  Memorial  Hospital.  Between  19584 
and  19635,  the  number  of  partial  hospital  pro- 
grams in  the  United  States,  both  day  and  night, 
increased  from  8 to  141.  The  Joint  Information 
Service  estimates  that  by  1988  there  were  265 
such  programs  in  the  United  States  associated 
with  inpatient  facilities.6 

What  is  a partial  hospital?  As  an  alternative 
to  inpatient  care,  it  is  a place  where  a patient 
can  participate  in  an  intensive,  structured  treat- 


ment program  as  often  as  five  days  a week,  for 
as  many  as  six  hours  a day.  The  treatment 
program  includes  individual,  group,  and  milieu 
therapy,  family  involvement,  vocational  rehabili- 
tation, and  organized  activities  designed  to  ac- 
complish various  therapeutic  goals. 

For  the  acutely  ill  patient,  such  as  the  one 
who  has  been  admitted  to  the  Pima  County  Hos- 
pital, it  can  provide  a mechanism  which  will 
support  early  discharge  by  providing  more  sup- 
port and  treatment  than  can  be  obtained  by 
weekly  outpatient  visits,  therefore  helping  to 
reduce  the  length  of  stay  within  the  hospital. 

For  the  chronic  patient,  seeking  to  change  in- 
grained behavior  patterns,  the  partial  hospital 
can  offer  a structured  haven  in  which  to  stave 
off  the  debilitating  pull  of  hospitalization.7  In 
fact,  many  of  our  patients  who  have  been  dis- 
charged from  the  Arizona  State  Hospital  and 
who  must  still  undergo  long  periods  of  rehabili- 
tation following  their  discharge,  are  admitted 
to  the  Day  Program  in  order  to  continue  their 
treatment.  This  helps  to  support  them  during 
the  difficult  and  often  traumatic  period  follow- 
ing discharge. 

Partial  hospital  programs  should  not  be  estab- 
lished only  within  or  adjacent  to  hospitals  with 
psychiatric  inpatient  services.  In  the  case  of  the 
chronic  patient  who  has  often  had  more  periods 
of  hospitalization  than  we  care  to  count,  it  is 
often  better  to  locate  the  partial  hospital  some- 
where in  the  community  away  from  the  tradi- 
tional hospital.7  However,  all  partial  hospital 
programs  should  have  access  to  an  inpatient 
service;  preferably  one  which  has  a short-term 
orientation,  which  can  function  as  a back-up 
for  the  patient  who  may  require  more  intensive 
care,  and  which  can  serve  as  a referral  source 
for  patients  who  might  leave  the  inpatient  serv- 
ice sooner  if  this  type  of  intemediary  care  is 
available. 

Finally,  the  partial  hospital,  when  developed 
in  conjunction  with  a Walk-In  Clinic  or  crisis 
intervention  center,  can  serve  as  an  alternative  to 
psychiatric  hospitalization  itself.  The  patient 
who  requires  more  support  than  being  seen  on 
an  outpatient  basis  every  day  can  be  admitted 
to  the  partial  hospital,  during  the  day,  five  days 
a week,  if  it  is  a day  hospital  or  during  the 
evening  and  night,  if  it  is  a Halfway  House, 
while  he  continues  to  work,  attend  school,  or 
function  at  home  during  the  day.8  This  will  pro- 
vide more  structure  than  is  available  through  out- 
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patient  visits  and  may  very  well  stave  off  the 
necessity  for  24-hour  hospitalization. 

In  order  for  a part-time  facility  to  establish 
itself  and  function  properly,  education  of  the 
community  must  be  undertaken.  At  present, 
many  people  do  not  understand  the  concept  of 
part-time  hosiptalization  and  may  be  apprehen- 
sive about  it.  Its  role  must  be  explained  and  un- 
derstood before  it  can  take  its  place  as  an  alter- 
native to  traditional  inpatient  hospitalization  and 
become  a vital  part  of  the  complete  spectrum  of 
psychiatric  care. 

RELATING  TO  OTHER  COMMUNITY 
RESOURCES 

The  mental  health  center  or  crisis  interven- 
tion team  which  relies  solely  on  its  own  efforts 
in  the  attempt  to  provide  alternatives  to  inpatient 
psychiatric  hospitalization  will  not  be  as  success- 
ful as  the  program  which  effectively  cooperates 
with  related  community  resources. 

A relationship  between  non-psychiatric  physi- 
cians and  mental  health  treatment  agencies  for 
service,  consultation,  and  training  is  of  major 
importance.  Despite  the  recent  expansion  of 
mental  health  programs,  a large  number  of  in- 
dividuals still  come  first  to  the  non-psychiatric 
physician.  In  fact,  over  20%  of  the  referrals  to 
the  Walk-In  Clinic  of  the  Combined  Mental 
Health  Care  Program  have  come  from  the  non- 
psychiatric physician. 

An  ongoing  relationship  with  the  patient  may 
offer  the  best  opportunity  to  prevent  serious 
mental  illness  and  psychiatric  hospitalization. 
Therefore,  in  many  instances,  the  Walk-In  Clinic 
serves  as  a back-up  to  the  general  physician  and, 
once  the  crisis  has  been  intervened  with,  the 
patient  is  returned  to  the  general  physician  for 
continuing  care.  This  relationship  therefore  man- 
dates that  the  general  practitioner  and  medical 
specialists  be  aware  of  available  community 
mental  health  resources. 

The  community  mental  health  center  and  its 
medical  professionals  can  also  provide  a service 
to  the  non-psychiatric  physician  by  conducting 
up-to-date  educational  seminars  regarding  the 
use  of  psychoactive  medications  since  the  field 
of  psychoactive  medications  is  a continually 
changing  one  with  new  medications  being  in- 
troduced frequently.  By  helping  the  general  phy- 
sician to  keep  up-to-date  with  the  latest  informa- 
tion about  the  utilization  of  psychoactive  medi- 
cations, the  possible  misuse  of  these  medications 
is  decreased.9 


In  many  communities,  involuntary  mental 
health  commitments  are  cleared  through  the 
courts.  An  enlightened  team  of  mental  health 
professionals  working  with  court  officials,  such 
as  is  done  in  the  Combined  Mental  Health  Care 
Program,  can  insure  more  effective  patient 
screening  and  a channeling  to  outpatient  treat- 
ment, reducing  the  need  for  hospitalization.10 

Incorporation  of  mental  health  services  into 
a neighborhood  health  center  increases  the  ac- 
cessibility of  part-time  mental  health  care,  often 
permitting  the  patient  to  function  in  the  outside 
world  and  receive  the  necessary  treatment  — 
all  without  hospitalization. 

In  any  community,  there  are  also  a number  of 
activities  conducted  by  groups  which  do  not 
have  a mental  health  designation  and  which  also 
can  be  extremely  important  in  helping  to  main- 
tain the  individual  with  emotional  problems  in 
his  community.  Examples  of  these  programs, 
which  non-psychiatric  physicians  should  also  be 
aware  of,  are  community  centers  with  recreation- 
al activities,  “golden  age”  centers  with  programs 
designed  specially  for  the  elderly,  and  vocational 
and  job  training  agencies  with  their  abilities  to 
provide  help  in  improving  work  skills. 

SUMMARY 

The  evolution  of  mental  health  care  has  prog- 
ressed rapidly  and  in  many  directions  from  the 
rather  limited  duo  of  many  years  ago,  the  state 
hospital  and  the  traditional  outpatient  clinic. 
New  types  of  programs  have  been  developed,  in- 
cluding partial  hospitals  and  walk-in  clinics, 
which  have  expanded  the  alternatives  to  psy- 
chiatric hospitalizations  and  increased  the  avail- 
ability of  back-up  services  to  the  general  physi- 
cian. 
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A POSSIBLE  ROLE  FOR  THE  VETERANS  ADMINISTRATION  IN 
IMPROVEMENT  OF  HEALTH  CARE  & MEDICAL  EDUCATION 


A Special  Medical  Advisory  group  has  recently 
made  nine  recommendations  for  the  Veterans 
Administration  to  improve  delivery  of  health 
care  and  medical  education  (JAMA,  June  5, 
1972,  Vol.  220,  No.  10),  not  only  in  the  Veterans 
Administration  Hospitals  but  in  the  regions  in 
which  they  are  located.  In  that  Arizona  has  three 
VA  Hospitals  (Phoenix,  Prescott,  and  Tucson), 
Arizona  physicians  should  be  informed  about 
these  trends  at  the  national  level  and  be  involved 
in  the  evaluation  of  the  possible  changing  role 
of  the  Veterans  Administration.  These  nine  ac- 
tions have  been  suggested  for  the  VA  health  care 
system: 

1)  Develop  and  extend  the  ongoing  and  sug- 
gested new  approaches  (Editorial  in  Ari- 
zona Medicine,  July,  1972)  which  can  be 
of  benefit  to  the  nation’s  health  care  deliv- 
ery systems  and  to  the  people  of  the  geo- 
graphic areas  in  which  VA  health  facilities 
are  now  operating. 

2)  Extend  the  mutual  sharing  of  services  that 
may  be  in  short  supply  with  other  teaching 
and  community  hospitals  and  health  facili- 
ties in  the  area. 

3)  Extend  and  implement  arrangements 
whereby  payments  can  be  made  and  re- 
ceived by  the  VA  for  services  provided  to 
veterans  for  nonservice  connected  disabili- 
ties and  to  their  families  who  have  private 
insurance,  and  from  other  institutions  and 
individuals  who  utilize  VA  health  facilities 
and  manpower  on  an  extended  sharing 
basis. 

4)  Encourage  and  extend  these  relationships 
and  services  to  include  mutually  beneficial 


working  arrangements  with  those  who  ac- 
tually deliver  health  care,  including  the 
extension  of  visiting  and  courtesy  privileges 
to  physicians  who  care  for  veterans  on  a 
private  basis  when  such  patients  are  hos- 
pitalized in  VA  hospitals. 

5)  Develop  programs  by  which  laboratory, 
X-ray,  and  other  services  and  facilities  can 
be  fully  shared  and  utilized  to  their  max- 
imum capability,  without  duplication, 
among  VA  hospitals,  university  and  com- 
munity hospitals,  and  other  health  care  or- 
ganizations in  the  community. 

6)  Continue  and  expand  the  relationship  with 
university  health  science  centers,  including 
medical,  dental,  and  other  health  profes- 
sional and  technical  schools  in  educational 
and  training  activities  necessary  for  max- 
imum contribution  to  the  health  manpower 
resources  of  the  country. 

7)  Serve  as  the  geographical  base  and  clinical 
resource  for  the  development  of  new  med- 
ical, dental,  and  other  health  professional 
and  technical  schools. 

8)  Actively  engage  in  and  accept  the  commit- 
ment to  cooperative  health  planning  and 
regionalization  of  all  health  services. 

9)  Make  more  information  available  to  all 
veterans  concerning  their  entitlements  and 
available  health  services. 

It  is  apparent  that  if  the  recommendations  of 
an  excellent  Special  Medical  Advisory  group  of 
consultants  are  accepted  by  the  Central  Office 
of  the  Veterans  Administration  and  if  Congress 
approves  the  necessary  funds  for  these  purposes, 
the  VA  will  become  a more  effective  force  in  the 
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solution  of  health  care  and  educational  prob- 
lems in  the  future,  nationally  and  locally.  Cer- 
tainly the  VA  Hospital  and  the  University  Hos- 
pitals in  Tucson  can  be  of  assistance  to  the  pa- 
tients, hospitals,  and  physicians  in  that  region. 
Similarly,  the  VA  Hospitals  in  Prescott  and 
Phoenix  and  the  teaching  hospitals  in  Phoenix 


can  be  of  considerable  help  to  the  patients, 
hospitals  and  physicians  in  this  region. 

Arizona  physicians  will  welcome  dialogue  with 
the  Veterans  Administration  regarding  these  mat- 
ters of  interest  in  order  to  develop  mutually 
agreeable  working  relationships. 

John  R.  Green,  M.D. 
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JOHN  J.  STANDIFER,  M.D. 
PRESIDENT 


WHAT  THEY  WANT 


Discussions  at  the  American  Medical  Associa- 
tion meeting  in  San  Francisco  evolved  at  times 
around  the  desires  of  the  public  regarding  their 
health  care  system.  What  causes  dissatisfaction? 
What  do  people  expect? 

One  of  the  greatest  causes  of  unrest  was  the 
fear  of  financial  ruin  from  severe  illness.  The 
answer  to  this  might  well  be  a universal  system 
of  catastrophic  medical  insurance.  This  might 
answer  the  problem  for  most  of  the  population. 
Perhaps,  any  government  plan  that  goes  further 
than  this  for  most  of  the  public  is  over-kill. 

The  problems  of  availability  of  medical  care 
is  a problem  in  all  strata  of  society.  If  you’re 
really  sick  how  can  you  get  a doctor  NOW?  This 
is  particularly  a problem  in  rural  areas  and  in- 
volves the  whole  problem  of  distribution  of  med- 
ical care.  How  can  we  entice  physicians  to  live 
in  areas  of  low  population  density,  ghettos,  or 
anyplace  else  they  don’t  really  choose  to  live? 
We  have  areas  in  our  own  state  that  the  Arizona 


Medical  Association  has  been  involved  with  try- 
ing to  cover.  Williams  has  had  an  acute  problem 
with  physician  illness  depriving  the  community 
of  coverage  to  the  point  that  the  hospital  is 
threatened  with  closure.  The  people  in  Williams 
certainly  have  reason  to  question  the  efficacy  of 
our  health  care  system  for  them.  Whether  or  not 
any  other  system  would  do  better  sounds  like  a 
rather  empty  question  to  them.  They  need  help. 

Variations  in  quality  of  care  may  also  pose  a 
real  problem  to  the  public.  The  concept  of  an 
equal  high  quality  of  care  for  everyone  in  the 
country  may  be  a laudable  goal  — but  impossible. 
There  is  no  way,  for  example,  for  care  of  all 
acute  conditions  to  be  equally  good  in  a 40-bed 
hospital  that  a small  community  can  support  as 
in  an  800-bed  metropolitan  hospital.  There  are 
some  patients  that  will  not  survive  in  the  40-bed 
hospital  that  will  in  the  larger  one.  The  two  or 
three  family  physicians  in  a small  hospital  simply 
cannot  cope  with  the  ruptured  aortic  aneurysm, 
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for  example,  that  just  might  make  it  in  the  city. 
With  increased  transporttaion  availability  this 
can  be  brought  closer  to  realization,  but  there 
can  never  be  a completely  equal  availability  of 
high  quality  medical  care.  It  is  said  that  the  very 
poor  and  the  very  wealthy  have  the  greatest 
availability  of  top  quality  care.  There  is  certainly 
some  basis  for  this  statement,  but  the  number  of 
patients  in  my  own  practice  who  are  from  mod- 
erate income  groups  who  have  had  for  example, 
coronary  angiography  with  bypass  procedures 
where  indicated,  is  evidence  to  me  that  eco- 
nomic status  is  not  really  a barrier  to  good  care 


in  many  cases.  We  do  have  hope  with  this  prob- 
lem of  high  quality  care  availability  to  as  much 
of  the  population  as  possible. 

One  of  the  really  basic  problems  is  that  with 
our  advances  in  knowledge  and  techniques,  we 
can  do  things  that  were  impossible  only  a short 
time  ago.  We  have  advanced  so  far  that  we  are 
expected  to  accomplish  the  impossible.  We  are 
victims  of  our  own  progress.  As  Schwartz,  New 
York  Times  writer  said,  “I  want  God  at  the  bed- 
side. A doctor  is  a very  imperfect  substitute.  I 
want  immortality  — at  no  fee.” 


'\ 

Dean's  Page 

J 

RESEARCH  IN  THE  DEPARTMENT  OF  PEDIATRICS 


A vigorous  academic  clinical  department  in- 
cludes in  its  activities  educational,  clinical  and 
research  programs.  The  Department  of  Pediatrics 
has  several  areas  of  active  research  which  com- 
plement and  are  related  to  its  clinical  activities. 

Dr.  Fulginiti,  Head  of  the  Department  and 
Dr.  Otto  Sieber  are  investigating  the  role  of  res- 
piratory syncytial  virus  in  the  subsequent  devel- 
opment of  bronchial  asthma.  Additionally,  this 
project  includes  study  of  some  biologic  charac- 
teristics of  the  agent  itself  including  its  interac- 
tion with  antibody  and  lymphocytes.  Fulginiti 
and  Sieber  are  also  collaborating  in  the  study  of 
viral  immunity.  Immunovirus  infection  in  normal 
Rhesus  monkeys  and  in  animals  treated  with 
various  immunosuppressive  regimens. 

Dr.  Thomas  Harris  has  developed  techniques 
for  continuous  monitoring  of  the  newborn’s  pH 
and  Oz  tension  in  arteral  blood.  This  major  break- 
through has  been  achieved  by  means  of  an  elec- 
tronic device  placed  directly  into  the  umbilical 
artery  through  a catheter.  He  is  also  studying  the 
disturbed  pulmonary  physiology  of  infants  with 
respiratory  distress  syndrome. 

Dr.  Hugh  Thompson  is  investigating  the  ef- 
fects of  cromolyn  sodium  in  ameliorating  the 
symptoms  of  allergic  asthma  in  children  and  re- 
ducing the  need  for  other  medication. 


Dr.  George  Comerci  is  studying  the  medical 
educative  process  in  pediatrics.  Detailed  analysis 
of  teacher-observer  evaluation,  item  analysis  of 
examinations  and  predictive  indices  of  future 
performance  are  all  being  utilized  in  an  attempt 
to  increase  achievement  of  educational  goals. 

Dr.  Stanley  Goldberg  is  investigating  pulmon- 
ary vascular  resistance  (PVR)  in  infants  with 
congenital  heart  disease.  Instantaneous  measure- 
ment of  main  pulmonary  artery  pressure  and  flow 
is  achieved  by  computer  analysis  of  data  ob- 
tained during  cardiac  catherization.  Pulmonary 
vascular  resistance  is  computed  and  compared  to 
physical  measurements  of  arterial  wall  size  to 
determine  resistance.  Also,  in  collaboration  with 
Dr.  Glenn  Friedman,  a Phoenix  pediatrician,  fac- 
tors in  pediatric  atherosclerosis  are  being  studied. 

Dr.  James  Corrigan  is  involved  with  a long- 
standing study  of  the  effects  of  endotoxin  in 
human  disease.  His  investigations  include  meas- 
urement of  serum  endotoxin  levels,  the  effect  of 
polymyxin  B on  neutralization  of  endotoxin  and 
the  role  of  endotoxin  in  disseminated  intravas- 
cular coagulation.  Dr.  Corrigan  has  contributed 
much  to  our  understanding  of  disturbances  in 
coagulation  and  their  therapy.  He  is  also. inves- 
tigating the  role  of  Hageman  factor  in  newborn 
infants  and  rabbits  in  gram  negative  sepsis.  Dr. 
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Corrigan  also  directs  a clinical  study  of  anti- 
leukemia agents. 

Dr.  Grant  Morrow  is  investigating  inborn  er- 
rors of  metabolism.  His  work  has  been  a pioneer 
effort  in  elucidating  the  effect  in  methylmalonic 
acidemia.  A new  case  has  been  identified  in  Ari- 
zona in  the  past  six  months  utilizing  amino  acid 
analysis  of  blood  and  other  body  fluids.  Current 
work  also  includes  evaluation  of  other  inborn 
errors  of  metabolism  including  phenylketonuria, 
hyperglycinemia,  and  galactosemia.  Also  under 
study  is  the  effect  of  certain  vitamins  which  may 
alter  disturbed  metabolic  pathways. 

Dr.  Richard  Curless  is  collaborating  with  Dr. 
Raphael  Gruner  of  the  Department  of  Physiology 


ERNEST  B.  HOWARD,  M.D. 


In  November  1968,  the  House  noted  that  the 
EVP,  as  the  “chief  executive  officer,”  had  “a 
unique  opportunity  to  assess  the  affairs  of  medi- 
cine both  internally  and  in  the  context  of  their 
public  impact.”  It  therefore  directed  the  EVP 
to  prepare  an  annual  written  report  to  the  House. 

In  1969,  1970  and  1971,  my  reports  dealt  ex- 
clusively with  staff  affairs.  In  this  1972  report 
I have  expanded  my  review  in  order  to  present 


in  investigating  the  central  nervous  system  influ- 
ence on  muscle  development.  Pregnant  rats  are 
irradiated  producing  defined  central  nervous  sys- 
tem lesions.  The  offspring  are  studied  by  histo- 
chemical  and  morphologic  techniques  for  dis- 
turbances in  muscle  development. 


Topics  Of  ^ 
Current 

Medical  Interest  J 

THE  REPORT  OF  THE  EXECUTIVE 
VICE  PRESIDENT  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

a more  comprehensive  picture  of  AMA  activities. 
This  report  did  not  appear  in  the  Handbook 
because  I wanted  it  to  be  up  to  the  minute.  It 
was  completed  on  Friday,  June  16. 

The  AMA  is  a large  and  complex  organization 
whose  wide-ranging,  diversified  activities  are 
probably  unmatched  by  any  voluntary  agency  in 
the  world.  Here  is  the  kaleidoscope  of  AMA: 

1 — ln  one  day  at  the  AMA  there  are  700  long 
distance  telephone  calls  received.  Membership 
Services  gets  137,000  per  year.  That’s  545  per 
working  day. 

2 — 8,000  to  10,000  pieces  of  first  class  mail 
come  in  to  the  AMA  every  day.  Membership 
Services  gets  855  per  day  or  212,000  per  year. 
This  is  6,000,000  pieces  of  incoming  mail  every 
year  for  the  AMA  total. 

3 — Each  year  we  receive  50,000  requests  from 
the  general  public  for  help  and  information,  and 
many  thousands  more  requests  for  information 
are  received  from  physicians. 

4 — In  the  AMA  master  listing  of  physicians, 
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8,000  changes  are  made  every  week  to  update 
home  and  office  addresses. 

5 — Your  AMA  Library,  with  quiet  efficiency, 
each  month  processes  and  responds  to: 

(a)  3,000  research  requests 

(b)  700  requests  for  books 

( c ) photocopy  requests  for  approximately 

25,000  pages  of  material 

( d ) a steady  stream  of  requests  for  use  of 
the  4,500  available  films 

6 — The  AMA  is  one  of  the  world’s  largest 
publishers  and  about  one  third  of  our  budget 
goes  into  the  paper,  printing,  and  mailing  of 
what  is  published. 

(a)  The  AMA  News  has  a circulation  of 
20,000,000  newspapers  per  year. 

(b)  We  produce  approximately  1,300  dif- 
ferent pamplets  on  child  care,  health 
education,  health  tips,  sex  education, 
first  aid,  and  many  other  subjects. 

( c)  We  have  mailed  5,000,000  pamphlets 
on  “The  Pill”  alone. 

(d)  The  magazine  Todays  Health  reaches 
several  million  readers  per  month. 

( e ) “Horizon’s  Unlimited,”  a brochure  on 
health  careers,  has  been  sent  in  the 
amount  of  two  million  to  schools, 
colleges,  and  medical  societies. 

( f ) The  Journal  of  the  American  Medical 
Association  distributes  12,000,000  cop- 
ies per  year. 

7 — Throughout  the  course  of  the  year  the 
AMA  sponsors  400  scientific  lectures,  400  scien- 
tific exhibits  and  300  exhibits  on  drugs. 

8 — The  AMA-ERF  Student  Loan  Program  has 
arranged  over  $51,000,000  in  loans  to  over  19,000 
medical  students,  interns,  and  residents  . . . 46,- 
000  loans.  We  have  received  and  distributed  over 
$35,000,000  to  medical  schools  in  this  country. 

In  addition  to  these  on-going  services,  some  of 
the  special  activities  during  1972  were: 

The  “Quality  of  Life”:  The  House  has  properly 
differentiated  between  “medical  care”  and 
“health,”  since  the  latter  term  embraces  many 
factors  other  than  medical  care.  As  physicians, 
nevertheless,  we  have  an  obligation  to  provide 
leadership  in  stimulating  healthful  life  styles, 
ecologic  improvement,  sound  nutrition,  the  elim- 
ination of  quackery,  job  fulfillment,  worker  safe- 
ty, and  many  other  programs  that  impinge  on 
health. 

AMA’s  Congress  on  the  Quality  of  Life  con- 
ducted in  Chicago  in  March  1972  was  structured 


to  provide  national  impetus  to  a better  quality 
— and  therefore  improved  health  — at  the  begin- 
ning of  life.  Some  40  national  organizations  co- 
sponsored this  meeting  under  AMA  leadership. 
It  was  an  extraordinary  success,  with  over  1,000 
participants,  and  extensive  national  coverage. 
One  newspaper,  the  Chicago  Tribune,  published 
a special  five-page  section  on  the  meeting.  The 
momentum  engendered  by  this  first  Congress  is 
continuing  at  this  convention,  where  on  June  17 
another  program  on  the  quality  of  life  for  ado- 
lescents is  being  conducted  with  the  active  sup- 
port and  guidance  of  the  San  Francisco  County 
Medical  Society. 

Maternal  and  Child  Health:  AMA’s  Committee 
played  an  important  role  in  promoting  the  above- 
mentioned  Quality  of  Life  Congress.  During  the 
last  year  it  also  stimulated  the  establishment  of 
centralized  community  or  regionalized  intensive 
care  centers  for  infants  born  at  risk,  a program 
which  will  have  a dramatic  effect  on  the  USA 
infant  mortality  rate  once  it  has  been  implement- 
ed in  all  key  areas. 

Blood  Banking:  Our  Committee  on  Tranfusion 
and  Transplantation  is  conducting  a survey  of 

6,000  blood  banks  to  provide  up-to-date  infor- 
mation. A current  Directory  of  such  facilities 
will  be  published  by  the  end  of  1972. 

Human  Sexuality:  An  AMA  committee  has 
completed  a text  on  this  subject  to  aid  physicians 
dealing  with  human  sexuality  and  family  coun- 
seling. We  predict  that  this  text  will  be  a best- 
seller to  the  medical  profession,  other  profes- 
sions, and  the  public.  It  will  appear  later  this 
year. 

The  Metric  System  in  Medicine:  For  over  100 
years,  the  AMA  House  of  Delegates  has  urged 
the  adoption  of  the  metric  system.  Because  of 
AMA’s  recent  intensified  efforts,  medicine  today 
is  almost  completely  “metricated.”  Following  our 
lead,  Congress  and  academia  are  now  moving 
toward  a metric  America. 

Evaluation  of  Permanent  Impairment:  A fif- 
teen-year effort  has  culminated  in  the  publica- 
tion of  AMA  Guides  to  the  Evaluation  of  Per- 
manent Impairment.  These  guides  cover  the 
whole  man  and , represent  hundreds  of  hours  of 
work  by  dedicated  physicians  from  many  special- 
ties. It  is  the  authority  in  its  field. 

Scientific  Assembly  and  Postgraduate  Educa- 
tion: For  the  first  time,  here  in  San  Francisco, 
postgraduate  courses  are  offered  at  an  Annual 
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Convention.  All  seven  courses  were  sold  out  a 
month  before  the  meeting.  This  is  one  of  many 
changes  in  our  Scientific  Assembly  that  the 
Board  and  Council  are  considering  as  efforts  are 
made  to  improve  programs  and  increase  attend- 
ance. 

Nomenclature:  The  effort  to  bring  order  into 
the  nomenclature  morass  in  which  our  profession 
finds  itself  was  more  frustrating  than  ever  during 
the  last  year. 

The  AMA  publication  of  Current  Procedural 
Terminology,  now  moving  toward  its  3rd  edition, 
was  the  focal  point  of  intense  controversy  as 
varied  interests  maneuvered  for  control  of  the 
basic  input.  A systematic  nomenclature  for  pro- 
cessing of  claims,  for  peer  review,  and  for  effec- 
tive accumulation,  evaluation,  and  communica- 
tion of  medical  information  was  impeded  by  the 
impasse.  Accurate  identification  of  the  services 
provided  by  physicians  was  suffering  delay  be- 
cause of  the  clash  of  differing  objectives.  The 
AMA,  with  the  support  of  most  of  the  medical 
specialty  societies,  at  times  found  itself  embroiled 
in  a conflict  of  divergent  interests,  with  the  Na- 
tional Association  of  Blue  Shield  Plans,  the  Amer- 
ican College  of  Surgeons,  the  Commission  on 
Professional  and  Hospital  Activities,  and  the 
federal  government. 

At  the  time  of  this  report  considerable  progress 
was  finally  being  made,  differences  were  being 
negotiated,  and  fruition  of  this  phase  of  the 
nomenclature  effort  was  expected. 

Prescription  Drugs:  The  first  edition  of  AMA- 
Drug  Evaluations  was  distributed  to  230,000 
physicians,  the  most  widely  circulated  single  edi- 
tion of  a medical  text  ever  published.  A revised, 
updated  2nd  edition  will  be  published  in  1973. 
The  Council  on  Drugs  and  staff  have  made  a 
major  contribution  to  the  quality  of  medical  care 
and  therapy  by  this  effort. 

Alcoholism  and  Drug  Dependence:  The  Com- 
mittee on  this  subject  has  had  an  extraordinarily 
busy  year  and  has  participated  in  practically 
every  constructive  action  and  study  program  con- 
ducted in  the  nation. 

At  this  meeting  you  will  be  considering  the 
Committee’s  report  on  marihuana  submitted  by 
the  Board,  which  deserves  your  careful  attention. 

It  can  be  predicted  that  alcoholism  will  re- 
ceive increasing  attention  as  the  dangers  of  this 
uncontrolled  drug  become  more  apparent. 

Medical  Education:  The  Council,  its  Commit- 
tees, and  staff  are  an  integral  part  of  America’s 


medical  educational  effort.  Without  the  daily 
application  of  these  enormous  resources,  the  pro- 
duction of  new  physicians  and  their  subsequent 
graduate  and  continuing  education  would  experi- 
ence a sharp  setback.  No  aspect  of  the  education 
and  credentialing  of  physicians  is  untouched  by 
the  diverse  activities  of  AMA’s  medical  education 
arm.  Among  its  noteworthy  recent  contributions 
are:  (1)  41  surveys  in  the  last  year  of  existing, 
new  and  developing  schools;  (2)  the  “Fifth 
Pathway  Policy,”  which  provides  supervised  clin- 
ical training  for  U.  S.  students  in  foreign  medical 
schools  and  subsequent  entry  into  the  midstream 
of  U.  S.  medicine;  (3)  the  Annual  Education  and 
Licensure  issues  of  JAMA,  the  authoritative  ref- 
erences in  these  two  important  areas;  (4)  testi- 
mony on  behalf  of  AMA  for  increased  federal 
appropriations  to  support  the  growing  medical 
educational  establishment,  and,  coincidentally,  a 
new  awareness  in  academia  of  AMA’s  significant 
influence  in  stimulating  legislative  actions  in 
their  interests;  (5)  80  surveys  in  the  last  12 
months  for  accreditation  of  continuing  medical 
education  programs;  (6)  the  encouragement  of 
parallel  continuing  education  programs  estab- 
lished in  cooperation  with  AMA  by  more  than 
25  state  medical  associations;  (7)  the  promotion 
of  the  California  Medical  Association’s  splendid 
accreditation  program  for  continuing  education 
in  community  hospitals  as  a prototype  for  other 
state  societies;  (8)  the  first  national  Self-Assess- 
ment Resource  Center  to  help  guide  and  assist 
specialty  societies  with  “in-depth”  self-assessment 
procedures. 

Education  of  Allied  Health  Professions  and 
Services:  Nineteen  medical  specialty  and  allied 
health  associations  cooperated  with  AMA  in  set- 
ting standards  and  approving  educational  pro- 
grams for  18  allied  health  occupations.  Note- 
worthy during  the  last  year  are  the  establishment 
of  the  Subcommittee  on  Proficiency  and  Equiva- 
lency Examinations  to  develop  guidelines  for 
such  examinations,  and  surveys  of  nine  programs 
for  the  training  of  assistants  to  primary  care 
physicians. 

International  Medicine:  ( 1 ) The  first  meeting 
of  the  new  National  Council  on  International 
Health,  comprising  the  major  national  agencies 
active  in  this  area,  was  held  at  AMA  Headquar- 
ters this  year.  AMA  provided  the  initial  impetus 
to  develop  this  coordinating  activity,  and  is  fur- 
nishing staff  for  the  Council. 

(2)  The  recent  USA-Russian  accord  will  open 
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up  bilateral  opportunities  for  both  countries.  The 
Chairman  of  our  Committee  on  Community 
Emergency  Services  leaves  for  Russia  on  July  8 
to  conduct  an  in-depth  survey  of  the  Russian 
program  which  has  received  praise  from  Amer- 
ican observers. 

(3)  Chinese  medicine,  including  acupuncture 
for  anaesthesia,  is  the  subject  of  discussions  be- 
tween representatives  of  China,  the  USA,  and 
the  AMA.  You  will  be  hearing  much  more  about 
that  in  the  near  future. 

(4)  Plans  continue  for  the  4th  World  Medical 
Education  Conference  in  Copenhagen  this  fall, 
which  will  bring  together  experts  from  many 
countries.  AMA  and  the  WMA  have  played  lead- 
ing roles  in  organizing  this  Conference. 

(5)  In  Vietnam,  AMA  continues  to  provide 
volunteer  practicing  physicians  for  Provincial 
Hospitals,  and,  with  academia,  shares  American 
medical  education  expertise  to  help  operate  the 
medical  school  in  Saigon.  These  are  two  positive 
programs  that  all  observers  have  applauded. 

Interns  and  Residents:  The  unique  problems 
and  interests  of  house  officers  have  resulted  in 
recent  House  of  Delegates’  actions  and  intensi- 
fied AMA  staff  activity  to  respond  to  their  needs. 

Two  mailings  have  been  made  to  51,000  in- 
terns and  residents  urging  AMA  membership 
and  active  participation  in  organized  medicine 
locally.  This  staff  activity  is  just  beginning  and 
will  receive  continued  emphasis. 

Membership  Recruitment:  Another  subject 

of  intense  preoccupation  is  our  level  of  dues 
paying  members.  In  1971,  following  the  dues 
increase  and  the  unique  situation  in  New  York, 
where  the  existing  unified  membership  was  de- 
clared illegal  because  of  a local  statute,  AMA 
lost  12,000  dues  paying  members.  As  of  June  16, 
1972,  we  are  4,821  members  ahead  of  the  com- 
parable figure  at  this  time  last  year  and  we  are 
confident  that  this  upward  trend  will  continue 
for  the  remainder  of  the  year. 

AMA  conducted  its  first  membership  recruit- 
ment campaign  this  year.  50,000  non-members  of 
AMA  who  are  members  locally  are  being  urged 
to  join.  This  program  was  carried  out  in  co- 
operation with  850  medical  societies  who  bill 
physicians  on  behalf  of  AMA.  We  expect  some 
innovations  in  billing  procedures  that  should 
have  a salutary  effect  on  membership  totals. 

Public  Affairs  — Washington,  D.C.:  The  Wash- 
ington Office  staff  operation  is  an  intgeral  arm 
of  the  public  affairs  program.  During  the  last 


year  national  health  insurance  legislation, 
HMO’s,  PSRO,  chiropractic  in  Medicare,  catas- 
trophic expense  coverage,  medical  manpower 
proposals,  cancer  and  heart  research  support,  and 
many  other  controversial  issues  have  kept  our 
Washington  staff  constantly  busy.  Due  in  no 
small  measure  to  their  dedicated  efforts,  no  sig- 
nificant legislation  opposed  by  AMA  has  passed 
Congress  in  this  session.  Conversely,  many  bills 
have  become  law,  due  in  part  to  our  support  and 
related  staff  activity. 

Legislation:  2,300  bills  with  medical  interest 
have  been  reviewed  by  our  Council  on  Legisla- 
tion and  staff.  An  increasing  responsibility  of  the 
Legislative  Department  is  the  critical  review  of 
government  regulations  which  often  subtly  create 
new  law. 

Field  Service  Operation:  The  12  field  offices 
were  realigned  into  six  two-man  offices.  Service 
priorities  were  confined  to  legislation,  political 
education,  and  membership  growth  and  reten- 
tion. A Leadership  Consulting  Service  for  med- 
ical society  executives;  state  implementation  of 
the  Action  ’72  program;  field  surveys,  by  request, 
of  the  Texas  Medical  Association,  Baltimore  City 
Medical  Society,  Mecklenburg  County  Medical 
Society,  and  the  Bibb  County  Medical  Society, 
and  close  cooperation  with  AAMSE  in  the  de- 
velopment of  six  regional  conferences  were  the 
principal  activities  this  year. 

Fiscal  Control:  The  Office  of  Finance  came  of 
age  in  1972.  Internal  auditing  procedures  and 
budget  control  were  established  throughout  the 
Association.  Assembling  of  expenditures  by  pro- 
gram, in  addition  to  accountability,  facilitated 
priority  planning.  Our  outside  auditing  counsel 
gave  enthusiastic  endorsement  to  AMA’s  internal 
fiscal  controls,  an  attitude  sharply  different  from 
the  same  auditor’s  reports  prior  to  1969.  At  a 
time  of  rising  expenses,  this  firm  fiscal  control 
assures  our  dues-paying  members  they  receive 
maximum  value  for  their  money. 

Center  for  Health  Services  Research  and  De- 
velopment: This  AMA  Center  has  now  become 
one  of  the  leading  medical  socio-economic  re- 
search and  development  activities  in  the  U.  S. 
Here  are  a few.  selected  items  from  an  extensive 
program:  (1)  Staff  support  is  provided  our  rep- 
resentatives on  the  Committee  on  the  Health 
Services  Industry;  (2)  the  recent  poll  of  AMA 
members  was  developed  and  processed  by  the 
Centr;  (3)  over  25  medical  societies  have  re- 
ceived assistance  in  the  design  of  surveys  and 
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the  collection  of  data,  and  twenty  have  prepared 
grant  requests  with  the  aid  of  the  Center;  (4) 
eight  volumes  have  been  published  on  the  socio- 
economics of  medical  practice;  ( 5 ) the  important 
research  project  being  conducted  with  the  Uni- 
versity of  Southern  California  on  the  “economies” 
of  different  types  of  medical  practice  is  still 
in  process,  and  no  final  conclusions  are  available 
yet. 

Foundations  for  Medical  Care:  This  challeng- 
ing new  development  in  medical  society  guid- 
ance of  delivery  systems,  medical  care  financing, 
peer  review,  and  a variety  of  other  programs  is 
receiving  close  attention  from  the  Council  on 
Medical  Service  and  staff.  Three  representatives 
to  the  Board  of  Directors  of  the  American  Asso- 
ciation of  Foundations  for  Medical  Care  have 
been  appointed  by  the  AMA  Board  of  Trustees 
and  close  contact  is  being  maintained  with  the 
rapidly  developing  Foundation  movement. 

Uniform  Claim  Form:  Intensive  efforts  are  be- 
ing continued  to  develop  a single  simplified 
report  form  for  claims  reporting.  The  Committee 
on  Health  Care  Financing  recently  completed  its 
third  session  with  insurers  an  dothers  involved  in 
claims  processing  and  hopes  to  bring  the  current 
phase  of  negotiations  to  fruition  soon. 

Rural  Health:  The  Council  on  Rural  Health  is 
the  focal  point  of  activities  to  promote  the  best 
possible  medical  care  and  health  in  rural  Amer- 
ica. It  is  now  developing  “models”  of  effective 
rural  medical  care  delivery  systems  in  Adams  and 
Lincoln  Counties  in  the  State  of  Washington. 
We  are  hopeful  that  these  “models”  will  provide 
prototypes  for  other  states  to  follow. 

Community  Health:  This  AMA  activity  includ- 
ed: “Guidelines  for  Community  Health  Pro- 
grams;” a statement  on  health  planning  approved 
by  the  House;  a summary  of  community  pro- 
grams based  on  site  visits  to  30  different  local- 
ities; a review  of  current  multiphasic  health  test- 
ing; promotion  of  state  and  local  committees  on 
health  care  of  the  poor  in  25  state  societies  and 
29  local  societies;  a 28-minute  documentary  film 
on  the  health  of  migrant  workers;  a model  pro- 
gram for  handling  airport  medical  emergency 
situations;  and  a book  on  Categorization  of  Hos- 
pital Emergency  Capabilities  and  a Guide  for 
Program  Planning:  Emergency  Medical  Services 
Technician. 

Practice  Management:  This  AMA  project  is 
being  expanded.  An  “audio  survey”  on  medical 
practice  productivity  is  under  way  in  which  ran- 


domly selected  physicians  are  given  a list  of 
questions  to  which  responses  are  made  on  a 
blank  cassette  tape  which  is  then  mailed  to  AMA. 
The  results  should  be  useful  and  will  be  avail- 
able soon.  Our  first  national  conference  on  this 
subject  will  be  held  in  April,  1973. 

Communications:  This  year  has  brought  new 
and  improved  communications  contact  with  the 
public  and  the  profession:  (1)  The  informational 
program  to  the  public  through  paid  messages  has 
covered  overeating,  exercise,  the  environment, 
quality  of  life,  Anatomy  of  a Doctor,  and  other 
subjects.  160,000  people  have  asked  for  materials 
from  AMA  based  on  these  messages.  It  has  been 
a successful  effort  but  the  cost  is  high.  Whether 
the  cost/ benefit  ratio  will  permit  its  continuation 
is  a difficult  question  that  the  Board  will  have 
to  consider  when  the  1973  budget  is  decided. 

AMA  Update:  This  new  monthly  publication 
reaches  14,500  public  opinion  leaders  in  and  out 
of  government.  It  has  evoked  an  enthusiastic 
response  and  material  from  its  pages  is  being 
reprinted  in  many  newspapers  and  magazines. 

Radio  News  Telephone  Service:  Any  radio  sta- 
tion in  the  country  can  now  call  AMA  over  a 
toll-free  telephone  hook-up  and  receive  a taped 
interview  on  health  subjects  designed  to  be  inte- 
grated into  a station’s  local  newscasts.  An  average 
of  250  calls  is  received  a week.  During  this  con- 
vention well  over  500  calls  will  be  received. 

Awards  for  Films,  etc.:  AMA’s  public  service 
announcement  on  venereal  disease  received  the 
prestigious  Golden  Phoenix  Award  of  the  Inter- 
national Film  Festival,  and  AMA’s  film  produced 
for  the  Explorer  Scouts,  ‘Tomorrow  Isn’t  Soon 
Enough,”  received  the  U.  S.  Industrial  Film 
Festival  certificate  of  creative  excellence.  Today’s 
Health  received  the  Arthritis  Foundation’s  Cecil 
Award  for  magazine  journalism. 

American  Medical  News:  This  publication  is 
exhibiting  a remarkable  improvement  in  its  cov- 
erage, color  photography,  and  writing  excellence. 
Soon  it  will  be  joined  by  the  new  AMA  magazine 
on  socio-economic  subjects.  An  additional  highly 
qualified  editor  has  been  added  to  the  staff.  He 
will  attend  his  first  AMA  House  meeting  this 
week. 

Staff:  In  view  of  certain  comments  that  have 
been  made  about  staff  morale,  I would  be  remiss 
if  I did  not  make  the  following  observations. 

It  is  difficult  to  assess  the  “morale”  of  a staff 
of  1,000  employees,  300  of  whom  are  in  execu- 
tive-type positions.  There  are  no  easy  indices 
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that  readily  document  the  level  of  satisfaction  or 
unhappiness.  My  appraisal  — which  is  neces- 
sarily biased  — is  that  both  morale  and  capability 
are  at  an  optimal  level.  I invite  the  Delegates  and 
state  society  officers  at  this  convention  to  talk 
directly  to  any  of  the  approximately  195  AMA 
staffers  here  to  serve  you  and  determine  for 
yourselves  their  “morale.”  I have  no  fear  of  the 
results.  The  men  and  women  serving  on  your 
staff  are  there  because  they  want  to  be.  They 
are  there  because  they  believe  in  the  AMA  and 
what  it  represents  in  the  nation. 

Turnover,  of  course,  does  occur.  Rarely  in  the 
last  two  years,  however,  has  termination  of  em- 
ployment reflected  dissatisfaction.  The  principal 
cause  is  a better  opportunity  elsewhere.  The 
second  cause  of  termination  is  dismissal. 

A specific  statistic  regarding  turnover  is  avail- 
able and  reflects  a favorable  trend.  In  1966  the 
turnover  among  all  employees  was  37.8%.  In 
1971  the  rate  had  dropped  to  25.7%,  which  is 
slightly  below  the  national  average  for  business 
and  professional  associations. 

One  characteristic  of  AMA  staff  is  their  re- 
cruitment by  other  organizations.  AMA  is  truly 
a “university”  for  the  training  of  qualified  per- 
sonnel. Some  of  our  top  people  who  have  left 
recently  and  the  positions  they  now  hold  are: 
Ray  Cotton,  formerly  Washington  Office  staff, 
now  a principal  assistant  to  Assistant  Secretary 
of  Health,  Dr.  DuVal;  Chuck  Lauer,  formerly 
Director  of  Sales,  now  a partner  in  a medical 
building  construction  firm;  Jerome  Siedlecki,  for- 
merly in  our  Department  of  Environmental,  Pub- 
lic and  Occupational  Health,  now  in  a top  posi- 
tion with  Standard  Oil  of  Indiana;  Mike  Silva, 
formerly  of  our  Communications  Division,  now 
Editor,  Yearbook,  Encyclopedia  Brittanica;  Mar- 
shall Crawford,  formerly  with  our  Department  of 
Specialty  Society  Services,  leaving  July  1 to  be 
Director  of  Legislation  for  the  NABSP;  Dr.  John 
Nunemaker,  formerly  Director,  Department  of 
Graduate  Medical  Education,  now  Executive 
Director,  American  Board  of  Medical  Specialties. 

Over  the  years  AMA  staff  has  provided  top 
leaders  in  pharmaceutical  manufacturing  (Joe 
Stetler,  formerly  AMA  General  Counsel ) ; in  gov- 
ernment (Dick  Wilbur,  Assistant  Secretary  of 
Defense  for  Health  and  Environment,  on  leave 
from  AMA;  and  Dr.  Charles  Edwards,  FDA 
Commissioner,  formerly  Director,  Division  ot 
Socio-Economic  Activities);  in  other  associations 
(e.g.,  Bill  McAuliffe,  Executive  Director,  Amer- 


ican Land  Title  Association;  Tom  Mura,  Director 
of  Communications,  NABSP,  formerly  on  AMA’s 
staff),  and  to  academia  (Dr.  Tom  Zimmerman, 
who  becomes  Dean,  School  of  Associated  Medical 
Sciences,  University  of  Illinois  Medical  Center, 
on  July  1,  and  is  now  Assistant  to  the  Director 
of  AMA’s  Division  of  Medical  Education;  and 
Dr.  Nichols  Taylor,  formerly  with  the  Division 
of  Medical  Education,  now  President,  University 
of  Health  Sciences  in  Chicago).  Interestingly 
enough,  many  staffers  have  left  AMA  and  sub- 
sequently returned  when  the  opportunity  arose. 
Several  who  left  in  recent  years  want  to  return, 
but  there  are  no  openings  in  their  fields. 

This  brief  resume  of  a few  selected  items  could 
be  continued  for  endless  pages.  The  exciting, 
vital  work  of  AMA’s  80  committees  and  councils, 
the  Board  of  Trustees,  this  House  of  Delegates 
and  the  staff  could  fill  volumes. 

My  objective  in  this  review  of  selected  current 
AMA  activities  is  to  spotlight  and  emphasize  the 
vibrant,  responsive  nature  of  our  contemporary 
organization. 

Every  segment  of  American  life  that  involves 
health  is  touched  by  some  AMA  program.  Is  Dr. 
Welby  accurate  scientifically  in  his  medical  com- 
ments? AMA’s  Physicians  Advisory  Committee 
on  Television,  Radio  and  Motion  Pictures  in  Hol- 
lywood reviews  every  word  of  the  script  and 
advises  the  producer.  Does  a dermatologic  resi- 
dency program  need  review?  AMA  staffs  and 
finances  the  review  committee,  and  all  the  other 
specialty  review  committees  at  an  annual  cost  of 
almost  $500,000.  What  kind  of  medical  care  is 
given  to  prisoners  in  our  federal  and  local  pris- 
ons? AMA  and  the  American  Bar  Association 
have  joined  forces  to  study  the  problem  and 
report  to  the  nation.  When  the  Epilepsy  Founda- 
tion of  America  wonders  what  the  other  national 
voluntary  health  agencies  are  doing  and  plan- 
ning, it  attends  a meeting  sponsored  by  the 
AMA’s  Council  on  Voluntary  Health  Agencies, 
composed  of  the  medical  directors  of  30  voluntary 
agencies,  and  reports  on  that  AMA  meeting  in 
its  national  newsletter.  Whether  it  is  the  accredi- 
tation of  hospitals,  the  prevention  of  automobile 
injuries,  the  protection  of  athletes,  the  promotion 
of  environmental  and  occupational  health,  or 
whatever,  AMA  is  involved  and  is  productive.  It 
is  a record  of  continuing  accomplishment  of 
which  the  House,  the  Board,  all  the  Committees, 
Councils,  Commissions,  ad  hoc  groups  and  every 
member  physician  can  be  proud. 
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EARLY  MEDICAL  CONDITIONS  IN 
ARIZONA 

M.  V.  WHITMORE,  M.D. 

Tucson,  Arizona 

Read  before  the  Pima  County  Medical  Society, 
January  1926. 

Editor's  Note. 

This  is  the  continuation  of  the  piece  begun  in  the 
July  1972  issue  of  Arizona  Medicine. 

A pretty  good  idea  of  the  status  of  the  pro- 
fession in  the  territory  may  be  gotten  from  the 
early  history  of  the  Arizona  Medical  Association. 
This  organization  was  formed  one  month  after 
my  arrival  in  Tucson,  May,  1892.  There  already 
existed  the  Maricopa  County  Medical  Society. 
At  a meeting  of  this  body  early  in  May  of  that 
year,  it  was  decided  to  invite  all  physicians 
known  to  be  in  Arizona,  to  meet  in  Phoenix  in 
the  latter  part  of  that  month  to  form  an  Arizona 
Medical  Association.  In  response  to  this  call  two 
doctors  came  from  Tempe,  one  from  Mesa,  one 
from  Gila  Bend,  Green  from  Tucson  and  Hamil- 
ton from  Tombstone.  These,  with  ten  doctors  of 
Phoenix,  participated  in  the  organization.  Dr. 
J.  Miller,  of  Phoenix,  was  elected  president  and 
Dr.  J.  T.  Green  of  Tucson,  secretary.  Dr.  Dam- 
eron  became  secretary  upon  the  death  of  Dr. 
Green.  Three  of  the  charter  members  still  prac- 
tice medicine  in  Phoenix;  Dr.  H.  A.  Hughes 
(second  president);  Dr.  Ancil  Martin  (third 
president)  and  Dr.  L.  D.  Dameron.  (Ed.  Note: 
Drs.  Martin  and  Dameron  have  since  died.  Dr. 
Hamilton,  who  with  Dr.  Hughes,  are  the  only 
surviving  charter  members  of  the  association,  is 
practicing  in  Cananea. ) 

I have  no  recollection  of  ever  hearing  of  the 
organization  until  December,  1896,  when  I re- 
ceived an  invitation  to  attend  and  to  read  a 
paper  at  the  meeting  the  following  month.  I 
foolishly  accepted  both  invitations.  It  would 
seem  that  it  had  taken  them  five  years  to  learn 
that  I was  in  Arizona.  While  Dr.  Fenner  had 
joined  the  Association  in  ’93,  yet  he  had  not  been 
present,  so  I had  the  distinction  of  being  the 
second  man  from  Pima  County  to  attend  a meet- 
ing. I was  able  to  bring  the  next  session,  that  of 
1898,  to  Tucson  — the  first  time  the  Associa- 
tion had  ever  met  in  the  Old  Pueblo.  It  now 
became  the  custom  to  meet  in  Phoenix  every 
odd  year,  during  the  session  of  the  legislature, 


and  alternating  years  to  meet  in  Prescott  or  Tuc- 
son. At  my  first  attendance,  Dr.  Dameron  kind- 
ly furnished  me  printed  copies  of  the  proceed- 
ings and  papers  from  the  beginning.  So  I have 
heard  or  read  all  the  papers  ever  presented  in 
early  days.  I have  been  unable  to  attend  only 
three  sessions  in  twenty-nine  years. 

First,  as  to  the  scientific  aspects  of  those  early 
meetings  — the  papers  read.  Probably  most  of 
you  would  consider  them  rather  primitive  in  one 
way  or  another,  and  they  certainly  were  in  num- 
bers. At  the  organization  meeting  in  1892,  no 
formal  paper  was  read.  In  1893,  including  the 
president’s  address,  there  were  three  papers.  At 
the  next  three  sessions  there  were  five  papers 
each.  At  the  time  of  my  first  attendance  there 
were  about  ten.  There  was  quite  a lack  of  per- 
sonal investigation  or  research,  to  which  we  have 
become  accustomed  more  recently.  But  the  pa- 
pers were,  without  xception,  strong,  able  and 
helpful. 

Those  of  you  who  hear  at  the  Arizona  Asso- 
ciation, some  years  three  or  four,  other  years  ten 
or  twelve  men  of  varying  prominence  in  our  pro- 
fession from  other  parts  of  the  country,  may  con- 
clude that  this  has  been  the  custom  from  the 
beginning.  Far  from  it.  It  was  ten  years  after 
the  organization  before  anyone  outside  of  Ari- 
zona appeared  upon  the  program.  Dr.  Norman 
Bridge,  of  Los  Angeles,  was  the  first  outside 
guest  of  the  Association — at  the  second  meeting 
held  in  Tucson,  in  1902.  Dr.  Bridge  was  well 
known  over  the  country  as  a former  professor 
of  medicine  in  Chicago.  Early  in  his  residence  on 
the  Pacific  Coast  he  had  favorable  financial 
dealings  with  E.  L.  Doheny  in  oil.  During  the 
last  twenty  years  of  his  life  he  was  a trustee  of 
several  educational  institutions  in  Southern  Cali- 
fornia and  was  known  as  a liberal  philanthropist. 
At  the  session  of  1902  he  read  a paper  on  “The 
Doctor  of  Today.”  He  prefaced  the  paper  with 
the  following  paragraph; 

“I  have  always  had  a great  deal  of  sym- 
pathy for  the  doctor  that  lives  in  the  coun- 
try, away  from  the  great  centers  of  learning 
and  conveniences,  because  I have  always 
somehow  felt  that  he  had  a hard  time  and 
labored  under  many  disadvantages.  I ex- 
pected to  meet  over  here  in  Tucson  some 
country  doctors,  and  I suspected  that  I might 
meet  some  who  were  a trifle  old-fogyish, 
such  as  I have  found  in  the  East  in  small 
towns  and  rural  districts,  but  I have  been 
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greatly  surprised.  I have  found  a medical 
society  that  is  the  equal,  in  its  intelligence, 
in  the  scholarship  of  the  papers  presented, 
and  in  the  discussions,  of  any  State  society 
that  I have  ever  attended.” 

This  was  his  rating  of  the  members  of  the 
Arizona  Medical  Association  twenty-four  years 
ago. 

I might  go  even  further  than  this.  From  1903 
to  1907  or  1908,  Dr.  J.  W.  Foss  of  Phoenix  was 
secretary  of  the  Arizona  Medical  Association. 
Foss  was  an  enthusiast,  particularly  of  the  Salt 
River  Valley  — so  much  so  that  we  called  him 
“Alfalfa.”  In  1907,  I think,  he  was  delegate  to 
the  A.  M.  A.  at  the  meeting  in  New  Orleans. 
You  all  know  that  when  the  meeting  is  held  in 
the  South,  it  is  some  two  months  earlier  than 
other  years.  Foss  returned  from  that  session  about 
a week  before  our  annual  session.  He  reported 
that  he  heard  just  as  able  papers  read  at  the  Ari- 
zona Association  as  he  did  at  the  A.  M.  A.  I 
rather  thought  this  was  some  of  Foss’  enthusiasm. 
You  know  the  personal  equation  has  considerable 
to  do  with  one’s  view  of  things.  But  three  years 
later,  in  1910,  I was  delegate  to  the  meeting  in 
St.  Louis  and,  as  cold-blooded  as  I am,  I returned 
just  as  enthusiastic  over  the  Arizona  papers  as 
Foss  had  been. 

I think  the  most  of  you  would  consider  the 
evening  entertainments  of  those  early  meetings 
rather  primitive.  At  the  first  meeting  I attended 
a Phoenix  in  ’97  — and  again  in  ’99  — we  were 
given  a dinner  at  the  Insane  Asylum.  At  the  first 
meeting  held  here,  in  ’98,  we  had  a stag  banquet 
at  the  San  Xavier  hotel.  That  stood  about  where 
the  express  office  is  at  the  station.  We  invited 
in  two  lawyers  to  do  the  talking;  Judge  Wright, 
the  father  of  John  B.;  and  Judge  Barnes,  the 
father-in-law  of  Col.  John  H.  Martin.  We  had 
seventeen  present. 

At  our  second  meeting  in  Tucson,  in  1902,  Dr. 
Fenner  entertained  us  at  his  home  — the  south- 
east corner  of  Stone  and  Pennington.  Where  Dr. 
Schnabel’s  office  now  is,  was  a fine  lawn  and 
we  were  out  there.  At  this  time  no  visiting  phy- 
sician had  thought  of  bringing  his  wife,  but  the 
wives  of  the  local  men  were  included.  A de- 
lightful time  was  had.  I recall  that  Dr.  Duf- 
field,  a prominent  physician  of  Phoenix,  was  not 
present  in  1902  but  he  was  at  the  next  meeting 
in  1904.  The  first  thing  he  said  then  was  that 
the  Phoenix  doctors  had  not  gotten  over  telling 
what  a fine  time  they  had  at  Fenner’s. 


At  the  next  meeting  here,  Dr.  Fenner,  who 
had  moved  to  where  Dr.  Watson  now  lives,  plan- 
ned to  repeat  the  former  entertainment,  on  a 
larger  scale.  But  at  the  time  of  the  meeting  Dr. 
Fenner  was  flat  on  his  back  with  an  attack  of 
appendicitis  and  at  the  last  minute  we  had  to  go 
to  the  dining  room  of  the  Santa  Rita.  But  Tucson 
has  the  distinction  of  first  getting  away  from 
the  early  stag  function,  thanks  to  the  hospitality 
of  Dr.  and  Mrs  Fenner. 

The  reason  that  I have  devoted  considerable 
time  to  the  Arizona  Association  and  have  hardly 
mentioned  this  Society  is  the  fact  that  the  Asso- 
ciation antedated  the  Society  by  some  twelve 
years.  This  brings  up  another  phase  not  yet  men- 
tioned. Until  the  county  society  became  the  unit, 
about  1904,  there  was  no  organization  whatever 
to  elect  delegates  to  the  Association  and,  conse- 
quently, there  was  no  House  of  Delegates.  Dur- 
ing that  time,  all  business  of  the  Association  was 
transacted  by  a Judicial  Council,  consisting  of 
one  doctor  from  each  county,  appointed  by  the 
president.  He  appointed  the  members  of  the 
council  soon  after  his  election.  By  the  time  of  the 
next  meeting,  nearly  a year  later,  it  frequently 
happened  that  only  half  or  two-thirds  of  these 
identical  men  would  be  present  and  the  presi- 
dent had  to  revise  his  council  by  substituting 
men  actually  present.  For  years  after  I began 
attending,  it  made  very  little  difference  whether 
I was  originally  appointed  or  not.  I usually  was; 
but  as  I would  be  the  only  man  from  Pima  county 
present  I sneaked  in.  In  1899,  when  I was  presi- 
dent, I appointed  Dr.  W.  B.  Purcell  on  the  coun- 
cil and  took  him  with  me  to  the  meeting. 

For  several  years  after  its  organization  this 
Society  was  largely  a skeleton  affair.  Of  course, 
we  had  to  have  it  in  order  to  have  any  standing 
anywhere.  We  probably  had  six  or  eight  mem- 
bers, but  meetings  with  an  average  attendance 
of  only  four  or  four  and  one-half  would  not 
conduce  to  great  enthusiasm.  So  we  held  an  an- 
nual meeting,  electing  officers  and  a delegate, 
and  very  little  more  was  attempted.  As  the  mem- 
bership increased,  meetings  were  arranged  with 
some  degree  of  regularity. 

I think  the  greatest  change  in  the  medical  pro- 
fession during  the  past  third  of  a century  is  the 
multiplicity  of  specialties  and  specialists.  This 
change  is  more  noticeable  in  Arizona  than  else- 
where, because  of  the  pioneer  conditions  exist- 
ing here  at  the  beginning  of  that  period.  Dr. 
Ancil  Martin,  eye,  ear,  nose  and  throat  special- 
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ist,  came  to  Phoenix  in  1891.  For  some  twelve 
or  fifteen  years  he  was  the  only  specialist  in  his 
line  in  Arizona.  While  I do  not  think  Tucson 
now  has  more  of  these  specialists  to  the  square 
inch  than  other  localities  — in  fact,  quite  the 
reserve  — yet  one  can  scarcely  turn  a street 
corner  without  running  into  from  one  to  a half- 
dozen  of  them. 

I will  close  with  a recital  of  an  incident  Dr. 
Goodfellow  related  to  me  thirty-four  years  ago. 
I feel  that  it  is  too  good  to  be  lost  with  my 


ArMA  Reports 


THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REGUESTING  THEM. 


SCIENTIFIC  ASSEMBLY  COMMITTEE 

The  meeting  of  the  Scientific  Assembly  Committee 
of  the  Arizona  Medical  Association,  Inc.,  held  at  810 
West  Bethany  Home  Road,  Phoenix,  Arizona,  on  Sunday, 
June  11,  1972,  convened  at  10:12  A.M.,  Wilfred  M. 
Potter,  M.D.,  Chairman,  presiding. 


MINUTES 

The  minutes  of  the  meeting  held  12/12/71  were 
approved  as  distributed. 


ORGANIZATION 

Assistant  Chairman 

It  was  moved  and  carried  that  Vincent  A.  Fulginiti, 
M.D.,  be  appointed  Assistant  Chairman  for  the  1973 
meeting,  with  the  understanding  he  be  Chairman  for 
the  1974  meeting. 

Secretary 

It  was  moved  and  carried  that  Edward  Sattenspiel, 
M.D.,  be  appointed  Secretary. 

FUTURE  MEETING  LOCATIONS  & DATES 

1973  — The  Safari  Hotel  in  Scottsdale  has  been  con- 

firmed for  April  24-28,  1973. 

1974  — The  Safari  Hotel  in  Scottsdale  has  been  con- 

firmed for  April  23-27,  1974. 

1975  — It  was  moved  and  carried  that  the  1975  meet- 

ing be  held  on  April  22-26,  1975,  in  Tucson, 
subject  to  completion  of  appropriate  hotel 
facilities. 

1972  ATTENDANCE  REPORT 

It  was  noted  that  the  following  report  reflects  an  all- 
time  high  attendance  of  physicians  of  709. 


Arizona  Medical  Association 


County 

Apache 

Cochise 


1972  Annual  Meeting  Attendance  Report 


County 

Membership 

9 

27 


No.  of  Members 
Registered 

3 

7 


% of  Members 
Registered 

33.3% 

25.9% 


passing.  He  stated  that  it  had  been  copied  into 
papers  all  over  the  country,  adding  that  he  had 
been  accused  of  being  the  perpetrator. 

A man  had  been  hung  in  Tombstone.  The  ver- 
dict of  the  jury  was  as  follows: 

“We,  the  coroner’s  jury  of  Tombstone,  Cochise 
County,  Arizona,  find  that  the  deceased  came  to 
his  death  from  emphysema  of  the  lungs;  a dis- 
ease common  in  high  altitudes;  characterized  by 
an  excess  of  air  in  the  cellular  spaces;  due  to 
strangulation  or  otherwise.” 


Coconino 

41 

11 

26.8% 

Gila 

14 

5 

35.7% 

Graham 

7 

3 

42.0% 

Greenlee 

6 

1 

16.6% 

Maricopa 

1139 

387 

33.9% 

Mohave 

12 

5 

41.7% 

Navajo 

7 

2 

28.5% 

Pima 

495 

99 

20.0% 

Pinal 

35 

10 

28.5% 

Santa  Cruz 

9 

3 

33.3% 

Yavapai 

28 

9 

32.1% 

Yuma 

37 

5 

13.5% 

Member 

Totals 

1866 

550 

29.5% 

Non-member 

M.D.’s0  

. . .151 

Doctors  of  Osteopathy 

. . . 8 

Total  Physician  Registration 

. . .709 

Non-physician 

Registration00 

. .329 

Total  Registration  

. . 1038 

0 Breakdown  of  Non- 

0 “Breakdown  of  Non- 

member  M.D.’s 

physician  Registration 

Interns  & Residents  ....  35 

Exhibitors  

159 

Guest  Speakers 

30 

Woman’s  Auxiliary 

. . .150 

Out  of  state 

40 

Medical  Students  . 

2 

In  State  

46 

Others  

18 

151 

329 

States  and  Countries  Represented  in 
“Out-of-State”  Group 


California  6 

Colorado  4 

Hong  Kong,  China  1 

Illinois  3 

Indiana  1 

Iowa  1 

Louisiana  1 

Michigan  1 

Minnesota  1 

Nebraska  1 

North  Carolina  1 

New  Jersey  1 

New  Mexico  3 

New  York  3 

Oregon  2 

South  Dakota  4 

Texas  1 

Wisconsin  2 

Washington  2 


40 
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82nd  (1973)  ANNUAL  MEETING  FORMAT 

It  was  moved  and  carried  that  the  following  be  the 
general  format  of  the  1973  Meeting: 

A.  Board  of  Directors  Meetings 

1.  First  Meeting  Date:  Tuesday,  4/24/73 
Time:  9:00  A.M. 

2.  Second  Meeting  Date:  Saturday,  4/28/73 
Time:  12:00  Noon 

B.  House  of  Delegates  Meetings 

1.  First  Meeting  Date:  Tuesday,  4/24/73 
Time:  1:00  P.M. 

2.  Second  Meeting  Date:  Saturday,  4/28/73 
Time:  8:00  A.M. 

C.  Reference  Committee  Meetings 

1.  Resolutions  Date:  Wednesday,  4/25/73 
Time:  9:00  A.M. 

2.  Articles  & Bylaws  Date:  Wednesday,  4/25/73 
Time:  8:00  A.M. 

D.  Blue  Shield  Corporate  Body  Meetings  (to  follow 

House  Meetings) 

1.  First  Meeting  Date:  Tuesday,  4/24/73 
Time:  3:30  P.M. 

2.  Second  Meeting  Date:  Saturday,  4/28/73 
Time:  10:00  A.M. 

E.  Blue  Shield  Reference  Committee  Meeting  (to  follow 
ArMA  Reference  Committee  Meeting) 

1.  Date:  Wednesday,  4/25/73  Time:  To  follow 
adjournment  of  ArMA  Resolutions  Reference 
Committee 

F.  Evening  Social  Functions 

1.  Wednesday,  April  25,  1973 
Type:  Steak  Fry 
Reception  Time:  7:00  P.M. 

Dinner  Time:  8:00  P.M. 

Entertainment:  To  be  determined 

2.  Thursday,  April  26,  1973 

To  be  held  for  ArMPAC’s  use.  If  they  do  not  use, 
then  to  be  a “free”  evening. 

3.  Friday,  April  27,  1973 
Type:  President’s  Banquet 
Reception  Time:  7:00  P.M. 

Dinner  Time:  8:00  P.M. 

Program:  To  be  determined  by  Philip  E.  Dew, 
M.D.,  President-Elect. 

G.  Sporting  Events 

1.  Golf  Tournament 

Date:  Wednesday,  4/25/73  Time:  1:00  P.M. 
Chairman:  Robert  L.  Hagan,  M.D. 

Financial  Contribution:  $100.00 

2.  Tennis  Tournament 

Date:  Wednesday,  4/25/73  Time:  1:00  P.M. 
Chairman:  Everett  W.  Czerny,  M.D. 

Co-Chairman:  Mrs.  Louise  Crawford 
Financial  Contribution:  $100.00 

H.  Registration  Fees 

1.  It  was  moved  and  carried  that  the  following  be 
the  registration  fees  for  1973,  and  that  refunds 
will  not  be  made  unless  they  are  requested  before 
April  20,  1973.  That  fee  adjustment  is  to  be 
made  subject  to  action  by  ArMPAC  as  regards 
their  program. 


Grand  Slam  Package  Deal  for  Two $60.00 

Includes: 

2 Steak  Fry  tickets  — Wednesday  evening 

1 Thursday  Breakfast  Panel  ticket 

2 ArMPAC  Banquet  Tickets  — Thursday  evening 
(see  above  motion) 

1 Friday  Breakfast  Panel  ticket 

2 President’s  Banquet  tickets  — Friday  evening 

Grand  Slam  Package  Deal  for  One $40.00 

Includes: 

1 Steak  Fry  ticket  — Wednesday  evening 
1 Thursday  Breakfast  Panel  ticket 
1 ArMPAC  Banquet  ticket  — Thursday  evening 
(see  above  motion) 

1 Friday  Breakfast  Panel  ticket 
1 President’s  Banquet  ticket  — Friday  evening 

Small  Slam  Package  Deal  for  Two $45.00 

Includes: 

Same  as  “Grand  Slam  Package  Deal  for  Two” 
except  for  tickets  to  ArMPAC  Banquet  Thurs- 
day evening. 

Small  Slam  Package  Deal  for  One  $35.00 

Includes: 

Same  as  “Grand  Slam  Package  Deal  for  One” 
except  for  ticket  to  ArMPAC  Banquet  Thursday 
evening. 

Basic  Registration  Only  $15.00 

Breakfast  Panel  Tickets  $ 3.50 

(If  purchased  separately  and  not  part  of  items  1, 
2,  3,  or  4 — Basic  Registration  required  before 
purchase.) 

Steak  Fry  Tickets  $12.00 

(If  purchased  separately  and  not  part  of  items  1, 
2,  3,  or  4 — Basic  Registration  required  before 
purchase.) 

ArMPAC  Banquet  Tickets  $12.00 

(If  purchased  separately  and  not  part  of  items  1, 
2,  3,  or  4.)  (See  above  motion) 

President’s  Banquet  Tickets  $12.00 

(If  purchased  separately  and  not  part  of  items  1, 
2,  3,  or  4 — Basic  Registration  required  before 
purchase.) 

Nonmember  Registration— Arizona  resident  $25.00 
(No  tickets) 

Nonmember  Registration— Out-of-state 

resident  $50.00 

(No  tickets) 

Retired  Physician  Registration  — members 
or  not,  residents  or  not  $15.00 

2.  Exemptions.  It  was  determined  that  the  follow- 
ing would  be  exempt  from  registration  fees  for 
the  1973  meeting: 

50-Year  Club  Members,  Interns,  Residents,  Mili- 
tary Physicians,  Registered  Nurses,  Medical  and 
Pre-medical  Students,  Members  of  the  Woman’s 
Auxiliary,  Exhibitors,  Press,  and  Guest  Orators. 

3.  Newcomer  Program. . It  was  determined  to  con- 
tinue the  newcomer  program,  but  to  limit  it  to 
those  physicians  who  have  joined  ArMA  after 
the  1972  meeting  (4/29/72). 

I.  Scientific  Exhibits 

It  was  moved  and  carried  to  hold  the  Scientific 
Exhibits  in  the  same  room  as  1972,  (Room  A3)  but 
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increase  the  number  of  booths  from  10  to  12. 

It  was  recommended  that  the  Coca  Cola  Exhibit 
be  located  in  the  same  room  as  the  Scientific  Ex- 
hibits to  help  stimulate  traffic. 

Mr.  Robinson  was  instructed  to  develop  a new 
Scientific  Exhibit  Application  form  along  the  lines 
of  the  AMA  form. 

J.  Woman’s  Auxiliary  Hobby  Show 

It  was  moved  and  carried  to  provide  four  booths 
in  Room  A3  to  the  Woman’s  Auxiliary  for  their 
Hobby  Show,  should  they  desire  to  continue  this 
activity. 

K.  Commercial  Exhibits 

1.  Fee 

It  was  moved  and  carried  that  the  Commercial 
Exhibit  Fee  be  continued  at  $300. 

2.  Booth  Attendance 

It  was  moved  and  carried  that  the  Booth  Attend- 
ance Program  be  continued  with  a budget  of 
$500.00. 


3.  Recesses 

It  was  determined  to  continue  thirty-minute  re- 
cesses morning  and  afternoon. 

4.  Guests 

It  was  agreed  that  the  exhibitors  would  again 
be  invited  to  attend  the  Steak  Fry  as  our  guests 
and  that  they  would  be  invited  to  attend  other 
social  functions  at  their  own  expense. 

5.  Exhibit  Hall  Hours 

It  was  moved  and  carried  that  the  Exhibit  Hall 
hours  be  as  follows: 

Tuesday  1:00  P.M.  to  5:00  P.M. 

Wednesday  8:00  A.M.  to  12:00  Noon 

Thursday  8:00  A.M.  to  5:00  P.M. 

Friday  8:00  A.M.  to  4:00  P.M. 

L.  A.  H.  Robins  Community  Service  Award 

It  was  moved  and  carried  to  continue  this  pro- 
gram with  the  following  changes: 

1.  A statement  be  included  in  the  program  about 
the  award  listing  past  recipients. 

2.  That  the  current  winners’  biographic  information 
appear  in  the  program. 

3.  That  it  be  awarded  on  the  individual’s  total  past 
activities,  and  not  just  c.i  the  previous  12  months. 

M.  Specialty  Groups 

1.  It  was  moved  and  carried  to  continue  past  policy 
of  limiting  specialty  group  meetings  to  luncheons 
only  on  Tuesday,  Wednesday,  Thursday,  Friday 
and  Saturday,  noting  that  it  would  be  permissible 
to  hold  afternoon  meetings  after  the  House  of 
Delegates  adjourned  on  Saturday. 

2.  Arizona  Ophthalmological  Society 

The  subject  group’s  request  to  hold  their  annual 
meeting  starting  in  the  morning  of  Saturday,  April 
28th,  was  reviewed. 

It  was  determined  to  advise  them  of  the  policy 
decision  set  forth  in  Item  M-l  above. 


N.  Scientific  Program  — 1973 

Considerable  discussion  ensued  on  the  possible  for- 
mat for  1973,  with  Drs.  Brayton,  Weber,  and  Mr. 
Henrich  contributing  many  suggestions  and  ideas. 
The  request  from  the  Medical  Education  Committee 
for  a panel  on  Continuing  Medical  Education  was 
received. 


It  was  determined  that  Drs.  Brayton,  Weber,  and 
Henrich  would  visit  with  the  UCLA  faculty  and 
submit  to  us  a proposal  that  would  include  a series 
of  workshop  sessions  as  well  as  lecture  sessions  gen- 
erally, using  the  following  time  schedule: 

Suggested  Scientific  Program  Schedule 


Time 

Lectures 

Workshops 

Rooms 

Rooms 

A 

B 

C 

D 

E 

UCLA 

UCLA 

UCLA 

9 - 9:30 

1 

2 

9:30  - 10 

3 

4 

1 

2 

3 

10  - 10:30 

5 

6 

10:30  - 11 

Recess 

11  - 11:30 

7 

8 

LOCAL 

UCLA 

UCLA 

11:30  - 12 

9 

10 

4 

5 

6 

12-2 

Luncheon 

2 - 2:30 

11 

12 

UCLA 

UCLA- 

UCLA 

2:30  - 3 

13 

14 

7 

8 

9 

3 - 3:30 

Recess 

3:30  - 4 

15 

16 

LOCAL 

UCLA 

UCLA 

4-4:30 

17 

18 

10 

11 

12 

4:30  - 5 

19 

20 

This  suggested  schedule  could  provide  for  40  lec- 
tures, 20  from  UCLA  and  20  local  papers;  and 
24  workshops  of  which  20  would  be  the  responsi- 
bility of  UCLA  and  4 the  responsibility  of  ArMA. 

In  addition,  we  would  have  two  breakfast  panels, 
to  be  arranged.  Suggested  topics  for  the  breakfast 
panels  were  Continuing  Medical  Education  and 
Health  Maintenance  Organizations  (H.M.O.’s). 

CHOICE  OF  SCHOOL  FOR  1974  MEETING 

It  was  moved  and  carried  that  the  following  schools, 
in  the  order  listed,  be  invited  to  present  the  1974 
Scientific  Program: 

1.  University  of  New  Mexico. 

2.  University  of  Oregon. 

3.  University  of  Utah. 

Dr.  Fulginiti  is  to  make  informal  contact  before  an 
official  invitation  is  extended. 


OTHER  BUSINESS 

Public  Relations  Program 

Mr.  Robinson  reviewed  the  eleven-page  Public  Rela- 
tions report,  summarizing  to  report  as  follows: 

Overall  commercial  value  of  time  and  space  provided 
by  statewide  (and  national)  commercial  media. 


$10,400.00 
$30,660.00 
$10,912.00 
$ 2,700.00 
$54,682.00 


Radio 

Television 

Newspaper 

Magazine 


TOTAL 

The  dollar  value  of  the  exposure  attained  is  matched 
by  the  favorable  relations  created  with  the  media  man- 
agement and  staff.  This  marked  a 22.6%  increase  in 
dollar  exposure. 


Finance  Report 

Mr.  Robinson  reported  that  as  of  5/31/72  we  have  a 
revenue  of  $3,955.55  in  excess  of  expenditures.  It  is 
anticipated  that  an  additional  $1,000.00  in  expenses 
remain  unpaid  at  this  time. 


Meeting  adjourned  2:06  P.M. 


Edward  Sattenspiel,  M.D. 
Secretary 
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85364;  Henry  R.  Meyer,  M.D.,  Secretary,  601  S.  5th  Ave., 
Yuma  85364. 
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Prompt  relief  of  pain  is  a lot  of  what  the  practice  of 
medicine  is  all  about... East  or  West. 

In  much  of  the  Far  East,  the  analgesic  efficacy  of 
Empirin®  Compound  with  Codeine  would  prob- 
ably be  measured  against  acupuncture,  an  ancient 
and  traditional  therapeutic  system. 

In  America,  codeine  sets  such  a high  standard 
for  oral  analgesia,  that  it  has  become  a criterion  in 
terms  of  which  other  major  oral  analgesics  are  most 
often  measured. 

Synthetic  and  other  oral  analgesics  may 
offer  some  of  the  properties  of  codeine,  but 
not  one  can  provide  both  its  benefits 
and  potency.  And  codeine  provides 
an  antitussive  bonus. 

Empirin  Compound  with  Codeine 

is  the  most  widely  used, 
and  probably  the  most 
pharmaceutically  ele- 
gant analgesic  prepara- 
tion providing  codeine. 

It’s  the  time-tested  combi- 
nation for  predictable  pain 
relief  . . . whether  the  pain  is 
visceral  or  musculoskeletal; 
acute  or  chronic. 

[Ill  New  prescription  flexibility.  At  your  dis- 
cretion, and  where  state  law  permits,  a pre- 
scription for  Empirin  Compound  with 
Codeine  may  now  be  refilled  up  to  five 
times  in  six  months. 

Empirin  Compound  with  Codeine 
No.  3 contains  codeine  phosphate* 

(32.4  mg.)  gr.  i/2.  No.  4 contains  codeine 
phosphate*  (64.8  mg.)  gr.  1.  *( Warning- 
may  be  habit-forming.)  Each  tablet  also 

contains:  aspirin 
gr.  31/2,  phen- 
acetin  gr. 

2 Vi,  caf- 
feine gr.  1/2 . 

Bottles  of 
100  and  10'. 

But  for  relief  of  Western  pzfi 

EMH 

COMPOUND  c 

CODEINE 

Burroughs  Wellcome  Co.,  Research  Triangle  Park,  North  Carolina  27709 


CONFIDENTIAL^! 

Personal  Loans  to 

PROFESSIONALS 
and  EXECUTIVES 
$5,000  to  $10,000 

By  mail,  on  your  signature  only,  no  collateral  and 
no  embarrassing  investigation  and  upon  approval 
we  can  lend  you  up  to  $10,000.  Use  the  money 
for  any  purpose.  Flexible  repayment  schedules 
up  to  five  years  and  full  repayment  privileges. 

Your  confidence  protected  by  unidentified  per- 
sonal mail.  Thousands  of  executives,  nation-wide, 
have  used  this  fast  convenient  service.  For  Loan 
Application  write 

SECURITY 

FINANCIAL 


4630  GEARY  BLVD.,  DEPT.  M • SAN  FRANCISCO,  CA  94118 
or  PHONE  (415)  752  8821 

Reference:  Bank  of  America  • Main  Office,  San  Francisco 


YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  no!  have  it 
laminated? 


it  will  last  a lifetime.... 

™ PLJ1QUE  SHOP 


Wood  plaques  — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE* 
SCOTTSDALE,  ARIZONA  85251  • 
(602)  945-9338 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Pyopen* 

(disodium  carbenicillin) 

*vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 

Etna 

Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


Blue  Shield- 


One  of  the  Best  Ideas  You  Ever  Had. 


Years  ago,  Doctors  founded  Blue  Shield  with  two 
goals  in  mind.  The  public  good.  Their  own  good. 

Blue  Shield  is  still  the  best  idea  available  for 
achieving  both  of  these  goals. 

That’s  why,  now  that  we  solicit  your  re-enlistment 
annually,  it’s  more  imperative 
than  ever  that  we  continue  to 
work  together. 


ARIZONA  MEDICINE 


Address  all  correspondence  to  the 
Journal  Offices 
810  W.  Bethany  Home  Rd., 

Phoenix,  Arizona  85013 

Bruce  E.  Robinson 
Business  Manager 

National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

"The  material  in  this  journal  is  not  copyright- 
ed. We  ask  that  anyone  using  material  from 
it  note  the  previous  publication  in  ARIZONA 
MEDICINE." 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  in  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated.  All  will  be  given  equal  consider- 
ation. 

Material  submitted  for  publication  in  ARI- 
ZONA MEDICINE  should  conform  to  the  fol- 
lowing policies: 

1.  Manuscripts,  including  references  or  bib- 
liography, should  be  typewritten,  double- 
spaced,  on  one  side  of  the  paper  only,  and 
the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  med- 
cal  writing  as  followed  by  the  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccur- 
acies, the  ultimate  responsibility  is  the  author's. 

4.  Articles  are  accepted  for  publication  only 
if  they  are  contributed  exclusively  to  this  Jour- 
nal. Ordinarily,  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for 
publication.  Every  effort  will  be  made  to  re- 
turn unused  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all 
material. 

6.  Reprints  will  be  supplied  to  the  author  at 
printing  cost. 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Totacillln 

(ampicillin  trihydrate) 


’capsules  equivalent  to  250  mg.  and  500  mg. 

ampicillin,  for  oral  suspension  equivalent 
to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin. 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


SOME  HOSPITALS 

TRY  TO  CREATE  A 
RESORT  ATMOSPHERE 


We  started  with  a resort! 


So  patients  have  everything  they  need.  Quiet.  Serenity.  Swimming 
and  relaxing  under  year  ’round  sunshine.  In  the  Valley  of  the  Sun,  one 
of  the  finest  resort  areas. 

The  private  practice  psychiatrist  has  everything  he  needs,  too. 

Including  a highly  competent  psychiatric  team  to  render 
personalized  care  to  his  patient.  Nursing  and  therapy  staffing, 
one  to  one.  Experience  in  treating  the  entire  spectrum  of  mental 
disorders,  including  specific  programs  for  the  young  adult,  the 
alcoholic  patient  and  the  drug  abuser. 

Garpelback  Hospital 

An  instrument  for  healing”  5055  North  34th  Street,  Phoenix,  Arizona  85018  • (602)  955-6200 


u 


1 


Prescribe 

the  discoverer’s  brand 


Bactociir 

(sodium  oxacillin) 

‘capsules  equivalent  to  250  mg.  and  500  mg. 
oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


Air  Evac  can  be  ordered  by  any 
physician  to  any  place  to 
transport  a patient  to  any  other 
place.  Call  the  very  hot  line, 

(602)  254-7150,  Phoenix,  Arizona. 

^ SAMARITAN  HEALTH  SERVICE^ 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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Medical  Center  *X-@aif  and  Clinical  Xahratery 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY 
PORTABLE  X-RAY  AND  E.K.G.  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 


MEDICAL 

BOOKSTORE 

THE  ONLY  BOOKSTORE  IN  ARIZONA 
DEVOTED  EXCLUSIVELY  TO  BOOKS  FOR 
THE  MEDICAL  PROFESSION. 


MEDICAL  BOOKSTORE 

College  of  Medicine  • University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882-  6669 
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OMETHINCi 

BETTER 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROORAM 


The  Arizona  Medical  Association  has 
taken  an  important  step  toward 
something  better:  a Professional  Liability 
Insurance  Program  designed  especially 
for  its  members  by  The  T ravelers 
Insurance  Companies. 

With  the  Association-sponsored 
Program,  you  get  better  coverage, 
better  limits,  better  cost,  better  claim 
settlement  cooperation,  and  better 
market  stability. 

Your  membership  in  the  Association 
entitles  you  to  better  benefits.  Take 
advantage  of  the  opportunities  your 
membership  offers.  Contact  one  of  these 
official  representatives  nearest  you  for 
full  details: 

Phoenix  and  Northern  Arizona 

Burns-Harrelson-Burns 
5045  North  12th  Street 
Phoenix  85014 
Phone  266-4411 

Tucson  and  Southern  Arizona 

Patzman-Allen-Lamb  & Associates 
3964  East  Pima 
Tucson  85712 
Phone  327-5981 

Do  it  today! 


TRAVELERS  Insurance  Companies 

HARTFORD.  CONNECTICUT 
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Classified 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.(  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  327-7471 


At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


Medical  Transcription 
For  Physicians  and 
Hospitals 

MULLEN  MEDICAL  SERVICE 

4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


DANNY  T.  SEIYERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 702 
100  W.  Clarendon  — Phoenix 
Telephone  263-8526 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$6.50  per  volume,  including  name  imprint. 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 

ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 


LOCUM  TENENS 

Physician  available  for  locum  tenens,  Scotts- 
dale, Mesa,  Tempe,  Phoenix  areas  in  genera! 
or  internal  medicine.  Contact  Box  15,  Arizona 
Medical  Association,  810  W.  Bethany  Home 
Rd.,  Phoenix,  AZ  85013  or  telephone  948- 
0437. 


Going  on  a trip  or  to  study?  Out  of  State  doc- 
tor and  wife  will  occupy  your  Tucson  home 
for  protection  while  you  are  away.  December 
to  April  or  arrange.  Write  Box  9,  Arizona 
Medical  Association,  810  W.  Bethany  Home 
Rd.,  Phoenix,  AZ  85013. 
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Pharmacy  Directory 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5*5719  Free  Delivery 


Future 

Medical  Meetings 


32ND  ANNUAL  CONGRESS  ON  OCCUPATIONAL 
HEALTH 

September  11-12,  1 972 
Chicago,  Illinois 

SPONSOR:  American  Medical  Association 

CONTACT: 

Henry  F.  Howe,  M.D.,  Secretary 
Council  on  Occupational  Health 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 

Approved1  for  12  elective  hours  by  the  American  Academy  of 
Family  Physicians. 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


H4(y£mf 
(2u4(9mt*A 

Suce  1920” 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 

THE  3SS2&  STORE 


2303  N.  7th  ST. 

DON  BRISCOE  - PHARMACIST 


SEVENTH  NATIONAL  CANCER  CONFERENCE 

September  27,  28,  29,  1972 
Biltmore  Hotel 
Los  Angeles,  California 

SPONSOR:  American  Cancer  Society 
National  Cancer  Institute 

CONTACT: 

Sidney  L.  Arje,  M.D.,  Coordinator 
Seventh  National  Cancer  Conference 
c/o  American  Cancer  Society 
219  East  42nd  Street 
New  York,  N.Y.  10017 


VECTORCARDIOGRAPHY 
A WORKSHOP 

October  11-13,  1 972 
Mountain  Shadows  Resort  Hotel 
Scottsdale,  Arizona 

SPONSOR:  The  American  College  of  Cardiology 

The  Institute  for  Cardiovascular  Diseases,  Good  Samaritan 
Hospital,  Alberto  Benchimol,  M.D.,  Director 

CONTACT 

Miss  Mary  Anne  Mclnerny,  Director 
Dept,  of  Continuing  Education  Programs 
American  College  of  Cardiology 
9650  Rockville  Pike 
Bethesda  Baryland  20014 


PULMONARY  DISEASES 

4th  Friday  of  Each  Month 

SPONSOR:  Arizona  Regional  Medical  Program  & Veterans 
Administration. 

CONTACT: 

F.  C.  Lepperd,  Jr.,  M.D. 

Veteran  Administration  Center 
Prescott,  AZ 

Approved  for  72  required  hours  toward  the  ArMA  Certificate 
In  Continuing  Medical  Education. 
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WHY  NOT  ? 

SPEND  YOUR  HOURS  OF  CONTINUING  MEDICAL 
EDUCATION  IN  THE  RELAXING  ATMOSPHERE  OF 
MEXICO'S  MOST  PROVINCIAL  TOWN  — 
GUADALAJARA? 

announcing: 


A SPECIAL  INVITATION  TO  OUR 
ACADEMY  MEMBERS,  OUR  SUBSPECIALTY  COLLEAGUES, 

AND  ALL  ARIZONA  PHYSICIANS,  FROM 

THE  ARIZONA  ACADEMY  OF  FAMILY  PHYSICIANS' 
NINETEENTH  ANNUAL  SCIENTIFIC  ASSEMBLY 


October  25,  26,  27  & 28,  1972 
At  the  New  HOLIDAY  INN  Guadalajara,  Jalisco,  Mexico 

Simultaneous  Seminars  In  Each  of  Ten  Subjects: 

EKG,  DERMATOLOGY,  PSYCHIATRY,  HYPNOSIS,  CHEST  DISEASE, 
OFFICE  GYNECOLOGY,  ENDOCRINOLOGY,  EMERGENCY  CARE, 
OFFICE  PEDIATRICS 

WITH  THE  FACULTY  OF 

UNIVERSITY  OF  CALIFORNIA 
IRVINE 

COLLEGE  OF  MEDICINE 


And  Practice  Productivity  Workshop 


By  Business  Forum  N.Y.,  N.Y. 


14  PRESCRIBED  CREDIT  HOURS  FOR  AAFP.  ARMA.  AND  AMA'S  PHYSICIAN  RECOGNITION  AWARD 


AAFP  member  and  spouse 
AAFP  member  only 
Non-member  and  spouse 
Non-member  only 


Package  — $300.00 
Package  — $275.00 
Package  — $325.00 
Package  — $300.00 


With  Airfare  - $600.00 
With  Airfare  - $425.00 
With  Airfare  - $625.00 
With  Airfare  - $450.00 


Practice  Productivity  Workshop  will  be  an  additional  $100.00  for  Doctors  and  $50.00  for  his  wife  or 
aide  if  he  wishes  to  enroll  her  in  the  aides  course.  Doctors  not  enrolled  in  the  Practice  Productivity 
Workshop  are  also  encouraged  to  enroll  their  wives  or  aides  in  the  aides  course  if  desired. 

The  fees  include:  the  course  of  choice  and  a syllabus  pertinent  to  that  course;  the  hotel  (4  nights);  4 
Continental  breakfasts;  a Dinner-Dance;  a Dinner-Nightclub  Show;  a Mexican  Buffet  and  Fiesta;  an 
oyster,  shrimp  and  beer  party;  2 cocktail  parties;  2 tours  — one  to  include  lunch;  transfers  to  and  from 
airport;  baggage  handling  and  tips,  service  charges  and  taxes. 


FOR  DETAILS  WRITE  OR  PHONE 


ARIZONA  ACADEMY  OF  FAMILY  PHYSICIANS 

Mrs.  June  Boykin,  Executive  Secretary 
3627  NORTH  60th  STREET  - SCOTTSDALE,  ARIZONA  85251 


Phone:  946-6706 
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Sally's  back  in  sew  biz! 
After  an  arthritic  flare-up. 


Important  Note  This  drug  is  not  a simple  analgesic  Do 
not  administer  casually-  Carefully  evaluate  patients  be- 
fore starting  treatment  and  keep  them  under  close  su- 
pervision Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete  hemo- 
gram, urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  contra- 
indicated patients  or  those  who  cannot  be  observed  fre- 
quently Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy.  Dosage 
should  be  taken  with  meals  or  a full  glass  of  milk  Sub- 
stitute alka  capsules  for  tablets  if  dyspeptic  symptoms 
occur  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia),  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry  stools  or  other 
evidence  of  intestinal  ulceration  or  hemorrhage,  skin  re- 
actions, significant  weight  gain  or  edema  A one-week 
trial  period  is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods  to  one 
week  in  patients  over  sixty. 

Indications  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis 

Contraindications:  Children  14  years  or  less,  senile  pa- 
tients; history  or  symptoms  of  G.l  inflammation  or  ul- 
ceration including  severe,  recurrent  or  persistent  dys- 
pepsia; history  or  presence  of  drug  allergy,  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction;  hy- 
pertension; thyroid  disease;  systemic  edema, 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy 
Warnings . Age,  weight,  dosage,  duration  of  therapy,  ex- 
istence of  concomitant  diseases,  and  concurrent  potent 
chemotherapy  affect  incidence  of  toxic  reactions.  Care- 
fully instruct  and  observe  the  individual  patient,  espe- 
cially the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the  drug  Use 
lowest  effective  dosage  Weigh  initially  unpredictable 
benefits  against  potential  risk  of  severe,  even  fatal,  re- 
actions. The  disease  condition  itself  is  unaltered  by  the 
drug.  Use  with  caution  in  first  trimester  of  pregnancy 
and  in  nursing  mothers  Drug  may  appear  in  cord  blood 
and  breast  milk.  Serious,  even  fatal,  blood  dyscrasias, 


Butazolidin  alka  Geigy 

Each  capsule  contains: 

100  mg  phenylbutazone  USP 

100  mg  dried  aluminum  hydroxide  gel  USP 

150  mg.  magnesium  trisilicate  USP 

If  it  doesn’t  work  in  a week,  forget  it. 


including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug.  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  therapy  and  com- 
plete hematologic  investigation.  Unexplained  bleeding 
involving  CNS,  adrenals,  and  G.l.  tract  has  occurred. 

The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid).  Blurred  vision  can  be  a signifi- 
cant toxic  symptom  worthy  of  a complete  ophthalmo- 
logical  examination.  Swelling  of  ankles  or  face  in  patients 
under  sixty  may  be  prevented  by  reducing  dosage.  If 
edema  occurs  in  patients  over  sixty,  discontinue  drug. 
Precautions:  The  following  should  be  accomplished  at 
regular  intervals ; Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions;  complete  physical  examination  including 
check  of  patient's  weight;  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check;  perti- 
nent laboratory  studies.  Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a car,  etc.  Cases  of  leukemia  have  been  re- 
ported in  patients  with  a history  of  short-  and  long-term 
therapy  The  majority  of  these  patients  were  over  forty 
Remember  that  arthritic-type  pains  can  be  the  present- 
ing symptom  of  leukemia 

Adverse  Reactions  This  is  a potent  drug,  its  misuse  can 
lead  to  serious  results  Review  detailed  information  be- 
fore beginning  therapy.  Ulcerative  esophagitis,  acute 
and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l  bleeding  with  anemia,  gastritis, 


epigastric  pain,  hematemesir,  dyspepsia,  nausea,  vomit- 
ing and  diarrhea,  abdominal  distention,  agranulocytosis, 
aplastic  anemia,  hemolytic  anemia,  anemia  due  to  blood 
loss  including  occult  G.l.  bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone  marrow  de- 
pression, sodium  and  chloride  retention,  water  reten- 
tion and  edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (choles- 
tasis may  or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing  epidermol- 
ysis), exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angiitis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  re- 
actions require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria,  anuria,  renal 
failure  with  azotemia,  glomerulonephritis,  acute  tubular 
necrosis,  nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug,  impaired 
renal  function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  muscle 
necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheumat- 
ica, optic  neuritis,  blurred  vision,  retinal  hemorrhage, 
toxic  amblyopia,  retinal  detachment,  hearing  loss,  hy- 
perglycemia, thyroid  hyperplasia,  toxic  goiter,  associa- 
tion of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with  over- 
dosage, including  convulsions,  euphoria,  psychosis,  de- 
pression, headaches,  hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative  stomatitis, 
salivary  gland  enlargement  (B)98-1 46-070-G 

Serious  side  effects  do  occur.  Select  patients 
carefully  (particularly  the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  precautions, 
warnings,  contraindications  and  adverse  reactions. 

For  complete  details,  including  dosage,  please  see  full 
prescribing  information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 
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The  crucial  experiment:  conve  rsion 
of  6-aminopenicillanic  acid 
(6-APA)  into  benzylpenicillin  by 
treatment  with  phenylacetyl 
chloride.  WeVe  come  a long  way 
since  1957.  Over  the  past  14  years 
more  than  3000  different  semi- 
synthetic penicillins  have  been 
synthesized  and  evaluated  by  our 
staff.  The  fruits  of  their  work  are 
in  your  hands  today. 


Totacillin  ampicilliri 

Pyoperf  disodium  carbenicillin 
Bactociir  sodium  oxacillin 

and  more  to  come 

Beecham-Massengill 
Pharmaceuticals  CEE) 


Need  we  say  more? 


Div.  ofBeecham  Inc.,  Bristol, Tennessee  37620 


□Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin.  OPyopen  (disodium  carbenicillin)  vials  for 
injection  equivalent  to  I gm.  and  5 gm.  of  carbenicillin.  □Bactocill  (sodium  oxacillin)  capsules  equivalent  to 
250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to  500  mg.  and  1 gm.  oxacillin. 


THE  HBA  LIFE  INSURANCE  COMPANY 

1337  North  First  Street  Phoenix,  AZ  85001 


DUKE  R.  GASKINS,  M.D. 
Medical  Director 


CARL  T.  KIRCHMAIER,  M.D. 
Associate  Medical  Director 


I am  happy  to  announce  the  appointment  of 

Carl  T.  Kirchmaier,  M.D. 

as  Associate  Medical  Director  of  HBA  Life 


Carl  T.  Kirchmaier,  M.D. 


Dr.  Kirchmaier,  an  Arizona  licensed  physician,  was 
bom  in  Cincinnati,  Ohio.  He  received  his  B.A. 
degree  from  the  University  of  Cincinnati  in  1925. 
In  1929  he  received  his  Bachelor  of  Medicine  de- 
gree and  in  1930  his  M.D. 

Over  the  years  Dr.  Kirchmaier  has  served  in  the 
capacity  of  Medical  Director  of  several  insurance 
companies  in  addition  to  having  spent  several 
years  in  private  practice. 

In  1968,  he  retired  as  Vice  President  and  Medical 
Director  of  the  Life  and  Casualty  Insurance  Com- 
pany of  Nashville,  Tenn.  He  and  his  wife,  Corinne, 
have  made  their  home  in  Arizona  since  that  time. 


Dr.  Kirchmaier  has  been  active  for  many  years  in 
civic  and  charitable  affairs.  He  has  been  a member 
of  the  board  of  the  American  Red  Cross  and  American  Cancer  Society.  He  was  chairman  of  the  Mid. 
Tenn.  Heart  Fund  and  is  a member  of  the  Association  of  Life  Insurance  Medical  Directors.  He  has 
been  associated  with  many  fine  arts  societies,  clubs  and  honorary  fraternities.  We  are  indeed  for- 
tunate to  have  a man  of  Dr.  Kirchmaier’s  experience  to  assist  in  underwriting  and  claims  matters  and 
we  extend  a warm  welcome  to  him. 


Duke  R.  Gaskins , M.D 
Medical  Director 
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for 

today's 

PAiHa  a a 

memory  of 
yesterday's 
pain... 


apprehension  over 

tomorrow's 

pain- 


the  analgesic  formula  that  calms  instead  of  caffeinates 

Phenaphen 

For  the  patient  with  a terminal  illness,  PAIN  past,  present,  and  future  can  dominate 
his  thoughts  until  it  becomes  almost  an  obsession.  The  more  he  is  aware  of  the  pain 
he  is  now  experiencing,  the  more  difficult  it  is  to  erase  his  memory  of  yesterday’s 
pain,  and  to  allay  his  fearful  anticipation  of  tomorrow’s  pain. 

Surely  the  last  thing  this  patient  needs  is  an  analgesic  containing  caffeine  to  stimulate 
the  senses  and  heighten  pain  awareness.  A far  more  logical  choice  is  Phenaphen 
with  Codeine.  The  sensible  formula  provides  Va  grain  of  phenobarbital  to  take 
the  nervous  “edge”  off,  so  the  rest  of  the  formula  can  help  control  the  pain  more 
effectively.  Don’t  you  agree,  Doctor,  that  psychic  distress  is  an  important  factor 
in  most  of  your  terminal  and  long-term  convalescent  patients? 


Phenaphen  with  Codeine  No.  2,  3,  or  4 contains:  Phenobarbital 
(Vi  9r),  16.2  mg.  (warning:  may  be  habit  forming);  Aspirin 
(2V2  gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.;  Codeine 
phosphate,  'A  gr.  (No.  2),  V2  gr.  (No.  3)  or  1 gr.  (No.  4)  (warning: 
may  be  habit  forming). 

Indications:  Provides  relief  in  severe  grades  of  pain,  on  low 
codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products, 
excessive  or  prolonged  use  should  be  avoided.  Side  effects: 
Side  effects  are  uncommon,  although  nausea,  constipation  and 
drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3— 

1 or  2 capsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4 
— 1 capsule  every  3 to  4 hours  as  needed.  For  further  details  see 
product  literature. 

/jjj  Phenaphen  with  Codeine  is  now  classified  in  Schedule  III, 
\!i!  Controlled  Substances  Act  of  1970.  Available  on  written 
or  oral  prescription  and  may  be  refilled  5 times  within  6 
months,  unless  restricted  by  state  law. 

A.  H.  Robins  Company,  Richmond,  Va.  /l-H'f^OBINS 


Lack  of  exercise,  insufficient  fluid 
intake,  diet  deficient  in  bulk,  and  certain 
medications  can  all  contribute  to 
constipation  in  the  aging.  Gradually  the 
normal  defecation  "urge”  is  lost.  And  help  is 
needed  to  restore  the  normal  bowel  function. 
Fleet  Enema  works  quickly  — 
usually  within  2 to  5 minutes. 

Unlike  oral  laxatives,  which  can  take 
up  to  24  hours.  And  oral  laxatives 
may  actually  irritate  the  intestinal 
tract  or  retard  digestion  and  further 
inhibit  regularity. 

Fleet  Enema  is  gentle,  too. 
Works  without  the  burning  often 
experienced  with  suppositories. 
Without  the  discomfort  of  soapsuds 
enemas. 

Fleet  Enema  induces  a 


physiological  pattern  of  evacuation 
in  the  left  colon  and  the  rectum. 
Where  it’s  needed.  Helpful  especially 
for  the  geriatric  patient  with 
poor  intestinal  tone. 

And  Fleet  Enema  is  easy. 

Ready  to  use.  Completely  disposable. 

A timesaving  plus  in  nursing  home 
care — or  at  home. 

Fleet  Enema.  For  geriatric 
patients.  Helps  restore  the  urge. 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in 
dependence.  Take  only  when  needed  or  when  prescribed 
by  a physician.  Do  not  use  when  nausea,  vomiting,  or  abdominal 
lain  is  present.  Caution:  Do  not  administer  to  children  under 
wo  years  of  age  unless  directed  by  a physician. 

FREE  BOOKLET.  The  Professional  Treatment  of  Constipation. 


imply ' 

RO.  Box  1100,  Lynchburg,  Va.  24505. 


ation  and 
INC., 


Fleet  Enema 

The  professional  aid  to 
constipation  relief 


Bc.b.fleetco.,inc. 

Lynchburg,  Va.  24505 


F70A72 


E-Myciif 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


© 1972  THE  UPJOHN  COMPANY 
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7 people-dedicated  to  your  interest. 


Esther  Robbins 


Art  Arthin 
Professional  Relations 
Director 


These  7 qualified  people  are  Blue  Shield  professional  relations  experts.  Their  job  is 
to  listen  to  you,  answer  your  questions,  facilitate  your  re-enlistment,  and  keep  Blue 
Shield  consistent  with  your  needs. 

We  never  forget  that  Blue  Shield  was  created  by  doctors  to  help  satisfy 
the  needs  of  doctors.  That’s  why  our  professional  relations  experts  will 
continue  to  visit  you,  work  with  you,  and  be  dedicated  to  your  interest. 

ARIZONA 

BLUE  SHIELD 


Dick  Yort 


Jack  Eversole 


vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


“the  cDonnatal  TLffect” 


each  tablet,  capsule  or  each  Donnatal  each  ^ 

5 cc.  teaspoonful  of  elixir  (23%  alcohol ) No.  2 Extentah 


hyoscyamine  sulfate 

0.1037  mg. 

0. 1037  mg. 

0.3 1 1 1 mg. 

atropine  sulfate 

0.0194  mg. 

0.0194  mg. 

0.0582  mg. 

hyoscine  hydrobromide 

0.0065  mg. 

0.0065  mg. 

0.0195  mg. 

phenobarbital 

(warning:  may  be  habit  forming) 

(!4  gr.)  16.2  mg. 

( 1 2 gr. ) 32.4  mg. 

(%  gr. ) 48.6  mg. 

Brief  summary.  Side  effects:  Blurring  ot  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may  occur  on  higher 
dosage  levels,  rarely  on  usual  dosage.  Administer  with  caution  to 
patients  with  incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy.  Contraindicated  in  patients  with  acute 
glaucoma,  advanced  renal  or  hepatic  disease  or  hypersensitivity  to 
anv  of  the  ingredients. 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


AHDOBINS 


1 ways  to  provide  o doily 
therapeutic  supply  off  Vitamin  C 


A.  H.  Robins  Company, 
Richmond,  V a.  23220 


/MROBINS 


To  many  people  the  evening  meal  just 
isn’t  complete  without  potatoes.  But 
your  patient  would  have  to  eat  1 5 of 
them  (skins  and  all!)  to  get  as  much 
Vitamin  C as  is  contained  in  just  one 
Allbee  with  C capsule  taken  daily.  A 
bottle  of  30  (month’s  therapeutic  dose) 
supplies  as  much  ascorbic  acid  as  450 
potatoes,  plus  full  therapeutic  amounts 
of  the  B-complex  vitamins.  For  the 
patient  who  is  counting  calories,  Allbee 
with  C is  small  potatoes  because  the  B’s 
and  C are  water  soluble.  Consider  the 
number  of  calories  in  1 5 potatoes,  not 
to  mention  the  mountain  of  butter  and 
sour  cream.  Albee  with  C is  avail- 
able at  pharmacies  in  the  handy 
bottle  of  30  and  the  economy 
size  of  100  on  your  prescrip- 
tion or  recommendation. 


Thiamine  mono- 
nitrate (Vit.  B,) 
Riboflavin  (Vit.  BJ 
Pyndoxine  hydro- 
chloride (Vit.  B6) 
Niacinamide 


15  mg 
10  mg 


5 mg 
50  mg 


15  baked  potatoes  (skins  and  all!) 

or  one  capsule  of 
Allbee  with  C 

About  20  mg.  Vitamin  C in  one  baked  potato  (2V2"  diameter). 


Panmycin 

(tetracycline  HC1, Upjohn) 
Available  as  250  mg  capsules  and 
tetracycline  syrup  125  mg/5  ml 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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. . in  the  presence  of  spasm  or  hypermotility, 
gas  distention  and  discomfort,  KIMESED® 
provides  more  complete  relief : 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899  | Pasadena,  Calif.  91109 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED® 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  ( Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  torso  is  distended  up  to 
sixty  per  cent  over  its  normal  size . . . 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


What  it  means  . 
to  live  and  worn  in 
Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  tour 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5  % of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5  % for  white  males  and  19.5  % 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 


Prevalence  of  solar  keratoses  in  white  persons 


I I Persons  without  solar  keratoses  Hi  Persons  with  solar  keratoses 

•Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Solar,  actinic,  senile  keratoses 

Called  by  many  names,  the  typical  lesion  is  flat 
or  slightly  elevated,  brownish  or  reddish  in 
color,  papular,  dry,  adherent,  rough,  sharply 
sdefined;  usually  multiple  lesions,  chiefly  on 
[exposed  portions  of  the  skin. 

Sequence/selectivity  of  response 

Erythema  in  areas  of  lesions  may  begin  after 
several  days  of  therapy;  height  of  reaction 
(only  in  affected  areas)*  usually  occurs  within 
two  weeks,  declining  after  discontinuation  of 
therapy.  Since  this  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied 
to  rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

Cosmetic  results  are  highly  favorable.  Inci- 
dence of  scarring  is  low— important  with  multi- 
ple facial  lesions.  Efudex  should  be  applied 
vith  care  near  the  eyes,  nose  and  mouth. 

15%  cream-a  Roche  exclusive 

Dnly  Roche  formulates  the  5 % cream . . . 
ffgh  in  patient  acceptability . . . high  in  clinical 
;fflcacy,  especially  for  lesions  of  hands  and 
orearms . . . economical. 


i 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burningatapplication  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/  weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex' 

(fluorouracil) 

cream/solution 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


X-ray  provided  by  Manhattan  Eye,  Ear  and  Throat  Hospital 


Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. ' 

It's  helpful  to  have  an  anti- 
biotic like  Cleocin  HC1  (clindamycin 
HC1  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50%  of  the  group, 
with  pneumococci  in  25%,  and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Significantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  erythromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports1 
have  shown  that  such  gram-positive 
bacteria,  Which  most  often  are 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.1 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 

Please  see  following  page  for 
further  prescribing  information. 
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Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8. 2%}  Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.1  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy. 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci. 

Cleocin*  hci 

clindamycin  HCI  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCI  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCI  (clindamycin  HCI  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts— occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver : Although  no  direct  relationship  of  Cleocin  HCI  (clindamycin 
HCI  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections-150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 
every  6 hours. 

Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections-1 6 to 
20  mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  (3-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 


>r  glomerulonephritis. 

SUPPLIED:  150  mg  Capsules- Bottles  of  16  s and  100's.  75  mg  Capsules- 
Jottles  of  1 6’s  and  100’s.  Sensitivity  Disks-2  Hg.  Sensitivity  Powder-Vials. 
-or  additional  product  information,  see  your  Upjohn  representative  or 
:onsult  package  insert.  MED  B-4-S  (LNU-3)  JA71  -1 565 

fhe  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is.. . 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sartori,  from  “The  History 

of  Medicine  Versus  the  History  of  Art ” 


Wfould  it  be  useful 


in  clinical  practice  to  have 
government  predetermine 
drugs  of  choice? 


Results  of  a survey  of  physicians: 

13.3% 

Yes,  it  would  be  useful. 


86.7% 

No,  it  would  not  be  useful. 


S' 


Would  it  be  useful  in  clinical  practice 
to  have  government  predetermine 

drugs  of  choice? 


Doctor  of  Medicine 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice”  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really  b 
determined. 

The  Bureau  of  Drugs  ha 
suggested  the  package  in 
sert  as  a possible  means  c 
communicating  informatio 
on  relative  efficacy  of  drug 
to  the  physician.  I find  thi 
objectionable,  since  I d 
not  believe  the  physicia 
should  have  to  rely  on  thi 
source  for  final  scientifi 
truth.  There  is  also  a prat 
tical  objection:  Since  fe 
physicians  actually  dis 
pense  drugs,  they  seldoi 
see  the  package  insert.  I 
any  event,  I would  mair 
tain  that  the  physicia 
should  know  what  drug  h 
wants  and  why  without  dt 
pending  on  the  governmer 
or  the  manufacturer  to  te 
him. 

Undoubtedly,  physiciai 
are  swamped  by  excessh 
numbers  of  drugs  in  son 
therapeutic  categories.  Ar 
I am  well  aware  that  mar 
drugs  within  such  catf 
gories  could  be  eliminate 
without  any  loss,  or  pe 
haps  even  some  profit, 
the  practice  of  medicin 
But,  in  my  opinion,  neith< 
the  FDA  nor  any  othr 
single  group  has  the  expe 
tise  and  the  wisdom  nece 
sary  to  determine  the  01 
“drug  of  choice”  in  2 
areas  of  medical  practice. 
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Maker  of  Medicine 


Kenneth  G.Kohlstaedt.M.D., 
Vice  President, 
Medical  Research, 

Eli  Lilly  and  Company 


In  my  opinion,  it  is  not 
he  function  of  any  govern- 
nent  or  private  regulatory 
Lgency  to  designate  a “drug 
if  choice.”  This  determina- 
ion  should  be  made  by  the 
physician  after  he  has  re- 
:eived  full  information  on 
he  properties  of  a drug, 
md  then  it  will  be  based  on 
lis  experience  with  this 
Irug  and  his  knowledge  of 
he  individual  patient  who 
s seeking  treatment. 

If  an  evaluation  of  com- 
1 jarative  efficacy  were  to  be 
nade,  particularly  by  gov- 
rnment,  at  the  time  a new 
Irug  is  being  approved  for 
narketing,  it  would  be  a 
;reat  disservice  to  medi- 
:ine  and  thus  to  the  patient 
-the  consumer.  For  exam- 
ple, when  a new  therapeu- 
ic  agent  is  introduced,  on 
he  basis  of  limited  knowl- 
edge, it  may  be  considered 
o be  more  potent,  more 
iffective,  or  safer  than 
oroducts  already  on  the 
narket.  Conceivably,  at 
his  time  the  new  drug 
ould  be  labeled  “the  drug 
if  choice.”  But  as  addi- 
tional clinical  experience  is 
iccumulated,  new  evidence 
nay  become  available. 
Later,  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  B12  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice”  is 
to  be  avoided. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Insights  into  the  ulcer-prone 

This  man  governs  an  empire— the  section  of  beach 
that  he  combs— and  he  may  have  much  in  common  with 
a business  tycoon.  Both  may  be  ulcer-prone  for  similar 
reasons:  both  may  be  difficult  to  please— both  may  be 
demanding,  especially  of  themselves.  While  there  are 
many  types  of  duodenal  ulcer  patients,  it  has  been  noted* 
that,  characteristically,  these  individuals  are  not  easily 
satisfied. 

Measuring  oneself  against  one's  own  expectations  or 
against  those  of  society  may  be  equally  trying— equally 
anxiety-provoking.  It  is  hard  to  win  when  both  success 
and  failure  can  demand  a similar  price. 

If  the  ulcer  patient  were  to  modify  his  expectations,  he 
would  experience  less  anxiety — and  perhaps  fewer  ulcer 
attacks.  In  most  cases,  this  would  mean  altering  the  en- 
tire constellation  of  psychological  attitudes.  Many  are 
unwilling  to  do  so,  and  many  are  unable.  But  while  the 
patient  is  trying  to  make  his  best  adjustment  to  his  ulcer, 
he  often  needs  therapeutic  relief  for  both  the  undue 
anxiety  with  which  he  may  be  plagued  and  the  hyper- 
secretion and  hypermotility  that  cause  pain  and  spasm. 

* Palmer,  E.  D.:  Clinical  Gastroenterology,  ed.  2,  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  1963,  p.  206. 
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Librax  can  relieve  excessive 
anxiety,  thereby  helping  to  reduce 
pain  and  spasm 

Since  duodenal  ulcer  is  frequently  associated  with 
excessive  anxiety  and  tension,  therapy  logically  demands 
relief  from  both  the  psychic  and  the  somatic  discomfort. 
Librax  can  help  provide  this  dual  relief.  Only  Librax  pro- 
vides in  a single  capsule  both  the  antianxiety  action  of 
Librium®  (chlordiazepoxide  HC1)  and  the  antisecretory/ 
antispasmodic  action  of  Quarzan®  (clidinium  Br).  With 
Librax,  the  patient  usually  tends  to  react  less  strongly 
i to  anxiety-provoking  situations,  and  hypersecretion  and 
hypermotility  are  also  reduced.  A reduction  of  asso- 
ciated pain  and  spasm  can  also  be  expected,  and  often 
ulcer  attacks  become  fewer  and  farther  between! 

Up  to  8 capsules  daily 
in  divided  doses 

Optimum  therapeutic  response  can  be  achieved  with 
1 individualization  of  dosage— within  the  range  of  1 or  2 
capsules,  3 or  4 times  daily.  Many  patients  will  respond 
well  to  1 capsule  t.i.d.  and  2 at  bedtime.  Librax  can 
often  be  relied  on  both  to  help  in  managing  the  acute 
attack  and  to  help  the  patient  maintain  gains  in  therapy. 
Librax:  Initial  therapy,  Rx  #35,  Sig:  cap.-f  t.i.d.  a.c. 
and  t j h.s. 

Follow-up  therapy,  Rx  #100,  Sig:  ca p.-f  t.i.d.  a.c. 
and  h.s. 
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Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders;  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  in- 
crease gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute  rage)  have  been  reported 
in  psychiatric  patients.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido  — all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and  con 
stipation.  Constipation  has  occurred  most  often  when  Librax  ther- 
apy is  combined  with  other  spasmolytics  and/or  low  residue  diets. 
Dosage:  Individualize  for  maximum  beneficial  effects.  Usual  main- 
tenance dose  is  1 or  2 capsules,  3 or  4 times  a day,  before  meals 
and  at  bedtime.  Geriatric  patients  — see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlordiaz- 
epoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium  bromide 
(Quarzan®)  — bottles  of  100  and  500. 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


for  the 

anxiety-linked  symptoms 
of  duodenal  ulcer 
v #1  adjunctive 

Librax8 


Each  capsule  contains  5 nig  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


When  your  diagnosis  is  seborrheic 
dermatitis  of  the  scalp,  the  classic  drug 
for  controlling  scaling  and  itching 

is  Selsuir  ([SELENIUM  SULFIDE  LOTION) 


Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or 
irritation  may  result.  Avoid  application  to  inflamed  scalp  or 
open  lesions.  Occasional  sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  2Vi%,  w/v  in  aqueous  suspension: 
also  contains:  bentonite,  alkyl  aryl  sulfonate,  sodium  phos- 
phate, glyceryl  monoricinoleate,  citric  acid  and  perfume. 
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UticillirlVK 

(potassium  phenoxymethyl  penicillin,U.S.P5  Upjohn) 


Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension 
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Not  too  little,  not  too  much... 
but  just  right! 

“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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ROLE  OF  INTERNAL  MEDICINE  IN  A 
DRUG  ABUSE  REHABILITATION  PROGRAM 


Drug  abusers  treated  in  a rehabilitation  program  which  includes  the  use  of 
methadone  appeared  to  have  a better  chance  of  improvement  than  do  those 
treated  by  earlier  techniques.  Such  a rehabilitation  program  must,  however,  take 
into  account  the  high  incidence  of  serious  somatic  illness  prevailing  among  the 
drug  abusers.  In  this  study,  only  five  of  32  patients  had  no  abnormal  medical 
findings.  Diseases  encountered  included  not  only  liver  disease,  but  endocarditis, 
diabetes,  lues,  and  hyperthyroidism. 


ABSTRACT 

Patients  admitted  to  a drug  abuse  withdrawal 
program  at  Maricopa  County  General  Hospital 
during  the  course  of  a year  were  studied  with 
respect  to  the  frequency  of  significant  medical  ill- 
ness and  the  results  of  abstinence  from  drugs.  Of 
the  32  patients,  only  5 had  no  abnormal  findings. 
Twenty-two  had  clinical  or  laboratory  evidence 
of  liver  disease.  Four  patients  had  a cardiac  mur- 
mur, one  of  whom  was  treated  for  two  episodes 
of  subacute  bacterial  endocarditis.  Three  cases  of 
diabetes,  two  of  lues,  and  one  of  hyperthyroidism 
were  discovered.  At  the  end  of  a year,  9 of  the 
32  hospitalized  patients  remained  in  the  rehabili- 
tation center.  Of  the  total  of  1 34  sent  to  the 
center,  57  remained  in  the  program. 

Drug  abuse  results  in  problems  intertwining 
medical  and  social  issues.  Formerly,  persons 
habituated  to  various  pharmacologic  agents,  par- 
ticularly opiates  and  their  derivatives,  have  had 

From  the  Dept,  of  Internal  Medicine 

Maricopa  County  General  Hospital,  (Dr.  Heaton,  Chairman) 


little  recourse  but  to  submit  to  incarceration  in 
a closed  institution,  often  for  prolonged  periods 
of  time.  Even  after  such  “treatment”  the  relapse 
rate  has  been  appalling,  more  than  95%  in  the 
first  year.1  Recently,  a number  of  programs  have 
been  developing  modeled  around  the  concept  of 
total  abstinence  from  medication  and  reorienta- 
tion of  the  personality  of  the  drug  user.  These 
programs  have  been  organized  by  ex-drug  users 
in  several  cases  and  are  based  upon  active  sup- 
portive and  encounter  therapy  ideally  in  a loca- 
tion physically  removed  from  the  addict’s  former 
haunts.  One  such  program,  an  outgrowth  of  a 
similar  group  at  Mendocino  State  Hospital  in 
California,  is  the  Arizona  Family,  Inc.,  which 
has  been  active  in  the  Phoenix  area  for  approxi- 
mately the  past  18  months.  It  derives  financial 
support  from  Phoenix’s  Community  Organization 
for  Drug  Abuse  Control  (CODAC).  The  basic 
aim  of  the  Family  program  is  to  select  patients, 
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by  an  extensive  series  of  interview/therapy  ses- 
sions, who  sincerely  desire  to  leave  the  drug 
culture  and  to  induce  these  people  to  demon- 
strate to  themselves  and  their  peers  that  they 
can  live  without  drugs.  These  patients  then  un- 
dergo an  extensive  period  of  group  therapy  and 
psychological  and  social  reorientation  in  a rural 
setting  over  a hundred  miles  from  their  urban 
home. 

The  Department  of  Medicine  at  Maricopa 
County  General  Hospital  was  requested  to  assist 
in  the  withdrawal  from  opioids  ( and  occasionally 
other  drugs  such  as  methamphetamine  and  bar- 
biturates) of  those  patients  likely  to  have  severe 
withdrawal  symptoms.  Approximately  25%  of 
those  patients  sent  to  the  Arizona  Family  Re- 
habilitation Center  have  been  seen  in  this  hos- 
pital. This  report  deals  with  the  medical  find- 
ings in  those  patients  as  well  as  some  of  the 
results  of  their  treatment. 

METHODS  OF  STUDY 

Patients  are  referred  to  Maricopa  County 
Hospital  at  the  end  of  several  group  therapy 
sessions  during  which  their  motivation  for  re- 
habilitation is  evaluated.  All  of  these  patients 
selected  by  the  counsellors  of  the  Arizona  Fam- 
ily, Inc.  for  in-hospital  drug  withdrawal  are  ad- 
mitted to  a general  medical  service.  They  are 
assigned  to  a physician  just  as  other  patients 
and  worked  up  and  treated  accordingly. 

In  addition  tp  a complete  history  and  physical 
examination,  the  following  laboratory  examina- 
tions are  carried  out:  chest  x-ray,  urinalysis, 
serum  barbiturate  and  opiate  levels,  VDRL,  sero- 
logic test  for  hepatitis-associated  antigen  (Aus- 
tralia), serum  electrolytes,  BUN,  blood  sugar, 
total  protein  and  albumin,  serum  calcium  and 
phosphate,  uric  acid,  creatinine,  serum  bilirubin, 
cholesterol,  alkaline  phosphatase,  CPK,  LDH, 
and  SCOT. 

The  patient  is  placed  in  a two  to  four -bed 
room  for  drug  withdrawal.  He  is  not  allowed 
visitors  except  counsellors  from  the  Arizona  Fam- 
ily, Inc.,  and  he  is  not  permitted  to  leave  the 
ward  at  any  time  during  withdrawal.  Any  in- 
fractions of  the  rules  result  in  discharge  from 
the  hospital  and  removal  from  the  therapeutic 
program.  Recidivists  may  be  readmitted  to  the 
program  after  30  days  have  elapsed. 

The  patients  are  brought  directly  to  the  hos- 
pital in  the  afternoon  after  a group  therapy  ses- 
sion. Most  have  had  a dose  of  opioid  in  the 
morning  of  the  day  of  admission.  Methadone 


administration  is  not  begun  until  withdrawal 
symptoms  are  evident,  usually  4 to  10  hours 
after  admission.  They  most  frequently  require 
the  first  dose  of  methadone  during  the  evening 
of  the  day  of  admission. 

Methadone  withdrawal  is  accomplished  via  a 
rather  low  dosage  protocol  developed  at  Mendo- 
cino State  Hospital  in  California.2  The  drug  is 
always  given  by  mouth,  never  parenterally  (it 
may  have  some  euphoric  effect  when  given  by 
the  latter  route).  The  first  dose  of  methadone 
( 25  mg. ) is  given  whenever  any  of  the  follow- 
ing non-purposive  symptoms  are  observed: 
yawning,  restlessness,  sweating,  lacrimation,  rhin- 
orrhea,  “goose  flesh,”  tremors,  muscular  twitch- 
ing, myalgias,  mydriasis,  or  colicky  abdominal 
pain.  Twelve  hours  after  the  first  dose  of  metha- 
done, a second  dose  of  20  mg.  is  given  by  mouth 
and  so  on  at  12-hour  intervals  decreasing  the  dose 
by  5 mg.  each  time.  The  10  mg.  dose  is  usually 
the  final  dose,  although  10  mg.  by  mouth  may 
be  given  at  any  time  12  hours  or  more  after 
withdrawal  for  recurrent  symptoms.  Lomotil  is 
usually  given  for  one  to  three  days  after  the 
last  dose  of  methadone  and  i.m.  diazepam  may 
be  used  as  indicated  along  with  methadone  re- 
duction. Patients  are  carefully  observed  during 
withdrawal  for  the  appearance  of  any  of  the 
following  symptoms:  increase  in  blood  pressure, 
nausea,  hyperpnea,  fever,  tachycardia,  extreme 
restlessness,  severe  vomiting  or  diarrhea,  or  as- 
sumption of  the  fetal  position.  These  findings 
may  be  followed  by  vascular  collapse;  death 
has  been  reported  in  this  situation.  Such  findings 
demand  consideration  of  immediate  and/or  in- 
creased methadone  dosage.  They  are,  fortunately, 
uncommon. 

FINDINGS 

The  characteristics  of  the  group  requiring 
in-hospital  methadone  withdrawal,  the  medical 
findings,  and  the  results  of  detoxification  are 
tabulated.  Four  patients  who  were  amphetamine 
or  barbiturate  abusers  have  been  excluded  from 
the  study. 

There  were  32  patients  admitted  for  metha- 
done withdrawal  with  a mean  age  of  28  years 
and  a range  of  16  to  60  years  (Table  I).  The 
duration  of  drug  abuse  ranged  from  6 months 
to  25  years  with  a mean  of  7 years.  However,  19 
of  the  patients  admitted  using  drugs  for  3 years 
or  less. 

Of  the  patients  admitted  to  the  hospital,  there 
were  only  five  who  had  no  abnormal  findings 
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TABLE  I 

Characteristics  of  Population 

Black  Males 

4 

Mexican-American  Males 

2 

White  Males 

17 

Black.  Females 

2 

Mexican-American  Females 

1 

White  Females 

6 

Total  number  of  patients 

32 

Females 

9 

Males 

23 

Mean  Age  — 28 

Mean  duration  of  habit  — 7 years 

on  medical  or  laboratory  examination  (Table 
II).  The  greatest  number  (22)  of  patients  show- 
ed evidence  of  liver  disease  either  by  history, 

examination,  or  laboratory  testing.  A 

significant 

number  (6)  gave  a history  of  more 

than  one 

episode  of  jaundice.  Two  patients  had  biopsy- 
proven  cirrhosis.  The  most  frequently  abnormal 

laboratory  tests  again  were  those  pointing 

to 

liver  disease:  15  patients  had  elevated  GOT,  7 
patients  had  elevated  alkaline  phosphatase.  Ab- 

TABLE  II 

Findings 

Heart  Murmur 

4 

Hepatomegaly 

3 

Diabetes 

3 

Urinary  Tract  Infections 

3 

Lues 

2 

Impetigenous  Dermatitis 

2 

FUO  — ? Related  to  withdrawal 
SBE  with  recurrence  after  further 

2 

drug  abuse 

1 

Hyperthyroidism 

Laboratory: 

1 

Elevated  SGOT  (60  or  above) 

15 

Elevated  Alkaline  Phosphatase 

7 

Iron  Deficiency  Anemia 

3 

Abnormal  Urine  Sediment  and/or  Culture 

3 

Uric  Acid  Elevated 

2 

Polycythemia 

1 

History  of  hepatitis,  hepatomegaly  or  abnormal 

liver  function  tests 

22 

normal  physical  findings  included  heart  mur- 
murs in  four  and  hepatomegaly  in  three.  Three 
patients  were  found  to  be  diabetic.  Other  pa- 
tients were  found  to  have  urinary  tract  infec- 
tions, serological  or  clinical  evidence  of  lues,  and 
pyogenic  dermatitis. 

A 28-year-old  black  woman  admitted  for  with- 
drawal was  found  to  have  a fever  and  a grade 
IV-V  holosystolic  murmur  at  the  left  sternal  bor- 
der. Blood  cultures  were  positive  for  enterococci. 
The  patient  was  treated  for  several  weeks  with 
appropriate  antibiotic  therapy.  Subsequent  car- 
diac catheterization  and  angiography  showed  a 
left  to  right  shunt  at  the  level  of  the  Sinus  of 
Valsalva.  Unfortunately,  the  patient  returned  to 
her  old  habits  and  returned  to  the  hospital  six 
weeks  later  with  recurrent  fever.  On  this  occa- 
sion, a coagulase-positive  staphylococcus  was  cul- 


tured from  her  blood.  The  second  bout  of  endo- 
carditis was  more  stormy  than  the  first.  The  pa- 
tient suffered  a cerebral  embolization,  but  re- 
covered all  neurologic  function.  She  was  treated 
for  six  weeks  with  semisynthetic  penicillins. 

A 20-year-old  white  male  was  found  to  be 
obviously  clinically  hyperthyroid  with  goiter, 
tremor,  tachycardia,  a PBI  of  14.3  gm%,  and  a 
six-hour  I131  uptake  of  81%.  He  responded  well 
to  propylthiouracil  therapy. 

Thirty-one  of  the  32  patients  were  actually 
found  to  require  methadone  withdrawal  after 
hospital  admission.  Twelve  of  these  suffered  mild 
withdrawal  symptoms  after  the  first  dose  (Table 
III).  Requests  for  sleeping  medication  and  tran- 
quilizers were  frequent.  Chloral  hydrate  and/or 
diazepam  were  used  in  approximately  half  of 
these  patients.  The  average  total  dose  of  metha- 
done required  was  77  mg. 

Nine  of  these  patients  are  still  living  in  the 
therapeutic  community  an  average  of  19  weeks 
after  drug  withdrawal  and  ranging  from  4 to 
11  months.  Seventeen  left  the  program  after 
an  average  stay  of  three  weeks.  Three  of  these 
are  known  to  be  free  of  drugs  6 to  10  months 
after  detoxification.  Thus,  over  one-third  of  those 
entering  the  hospital  for  withdrawal  have  re- 
mained free  of  drugs  for  a significant  period  of 
time.  A total  of  20  patients  left  the  program 
and  are  either  known  to  have  returned  to  drugs 
or  are  lost  to  follow  up  and  assumed  to  be  tak- 
ing drugs  again.  The  total  number  of  patients 
sent  to  the  rehabilitation  center  by  the  Arizona 
Family,  Inc.  during  the  past  year  numbers  some 
134.  Of  these,  57  remain  at  the  facility  free  of 
drugs. 


TABLE  III 

Results  of  Detoxification 

Patients  requiring  methadone  31 

Number  having  withdrawal  symptoms  12  (38%) 

Patients  requiring  other  drugs,  e.g., 

sleeping  medication,  tranquilizers  16 

Average  total  dose  of 

methadone  77  mg. 

Average  total  dose  of 

Lomotil  14  tabs 

Average  total  dose  of 

Diazepam  30  mg. 

Did  not  complete  treatment  or  left  Rehabili- 
tation Center  after  1-3  days  6 

Left  program  after  average  stay  of  3 weeks  17 
Known  to  be  free  of  drugs  6-10  months  3 

Returned  to  drugs  5 

Lost  to  follow  up  and  presumed  to  have 

returned  to  drugs  9 

Remaining  at  Center  an  average  of  19  weeks, 

post  detoxification  9 (28%) 


Of  total  134  sent  to  Rehabilitation  Center,  57  (42%) 
remain  there  at  the  end  of  12  months. 
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DISCUSSION 

It  has  been  apparent  for  many  years  that  there 
is  an  inordinately  high  incidence  of  hepatic  dis- 
ease among  drug  users  who  have  pursued  paren- 
teral routes  of  administration.  Epidemic  serum 
hepatitis  in  heroin  users  sharing  syringes  has  been 
reported  many  times.3,4  Clinical  studies  show  evi- 
dence of  hepatic  dysfunction  in  50-75%  of  heroin 
addicts.  The  carrier  rate  for  Australia  antigen 
is  20-30  fold  higher  in  heroin  addicts  than  in  the 
general  population.  A recent  study  at  the  Harlem 
Hospital  found  nearly  all  of  44  autopsy  livers 
from  heroin  users  to  show  histologic  evidence  for 
either  chronic  aggressive  (25%)  or  chronic  per- 
sistent hepatitis5.  Many  drug  users  seem  to  con- 
tinue with  the  latter  lesion  unchanged  over  a 
number  of  years.  The  findings  in  the  present 
study  were  in  keeping  with  this  data  in  that  evi- 
dence of  liver  disease  was  the  most  frequent 
positive  finding,  occurring  in  nearly  two-thirds 
of  the  patients  examined. 

Other  common  diseases  among  addicts  include 
various  pulmonary  embolic  and  septic  phenom- 
ena and  vascular  lesions,  both  venous  and  arter- 
ial.6, 7’ 8 None  of  these  complications  were  seen 
in  the  Arizona  Family  patients,  although  nearly 
all  showed  multiple  “needle  tracks”  and  evidence 
of  phlebitis  in  the  past. 

Endocarditis  has  been  frequently  recorded  in 
other  studies,  particularly  in  the  unusual  location 
of  the  tricuspid,  valve.9  Our  one  patient  with  this 
illness  (who  had  two  separate  episodes)  ap- 
parently infected  her  aortic  valve. 

Infectious  diseases  are  commonly  found  in 
drug  users.  Syphilis,  urinary  tract  infections,  and 
pyodermas  were  found  in  our  patients. 

Endocrine  disorders  have  not  been  particu- 
larly associated  with  drug  abuse.  Our  findings 
of  diabetes  and  hyperthyroidism  and  one  case  of 
secondary  amenorrhea  may  be  fortuitous. 

Certainly,  the  value  of  careful  medical  exam- 
ination of  patients  entering  any  sort  of  drug 
abuse  rehabilitation  program  is  emphasized  by 
this  study.  A significant  amount  of  disease  is 
uncovered  by  such  an  examination.  Only  five  of 
thirty-two  patients  had  absolutely  no  findings. 
We  are  currently  carrying  out  similar  examina- 
tions for  an  outpatient  methadone  maintenance 
program. 

The  other  interesting  feature  of  this  study  was 
the  data  provided  by  the  Arizona  Family  show- 
ing that  the  non-chemical  character-restructur- 


ing therapeutic  community  can  produce  encour- 
aging results.  Forty-two  percent  of  the  patients 
sent  to  the  community  remain  for  a significant 
therapeutic  experience.  This  is  impressive  when 
compared  with  results  of  the  former  federal  su- 
pervisory-deterrent program  in  which  patients 
were  incarcerated  in  special  institutions  for  drug 
withdrawal.  All  but  about  3%  of  these  patients 
returned  to  the  use  of  narcotics  within  12 
months.1 

Other  approaches  to  drug  abuse  rehabilitation 
are  being  explored  throughout  the  country.10 
Two  narcotics  antagonists,  naloxone  and  cyclazo- 
cine,  are  undergoing  clinical  trial  elsewhere.  One 
approach  which  seems  to  have  some  merit  has 
been  termed  benign  maintenance  and  involves 
substituting  a compound  without  euphoriant 
properties  for  the  undesirable  drug.  Methadone 
is  such  a compound  and  is  receiving  wide  atten- 
tion in  clinical  trials  because  its  use  will  block 
the  euphoriant  effects  of  heroin  should  the  pa- 
tient attempt  to  take  both.  Patients  receiving 
methadone  are  able  in  most  cases  to  return  to 
gainful  employment  with  their  mental  faculties 
unimpaired.  A derivative  of  methadone,  meth- 
adyl  acetate,  is  also  being  studied.  It  has  a longer 
duration  of  action  than  methadone  and,  con- 
ceivably, could  be  used  in  maintenance  pro- 
grams on  a less  frequent  dosage  schedule. 
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ARTERIAL  SURGERY  IN  THE  SMALL  HOSPITAL 


A review  of  the  vascular  surgical  experience  in  the  small  hospital  during  the 
last  fifteen  years  is  summarized. 

Seventy-six  cases  are  presented  with  fourteen  deaths  overall.  A large  number 
of  the  cases  were  result  of  trauma  and  most  of  them  were  either  emergent  or 
urgent,  requiring  prompt  surgical  treatment. 

The  ability  of  the  small  hospital  with  a competent  vascular  surgeon  to  handle 
these  emergencies  is  discussed  in  relationship  to  the  larger  centrally  placed  hos- 
pitals. Some  of  the  pertinent  literature  is  reviewed. 


The  setting  in  which  a surgeon  works  con- 
tains circumstances  that  limit  the  scope  of  his 
work,  regardless  of  his  own  abilities.  This  is  more 
often  the  case  in  the  small  hospital  than  in  the 
larger  hospital  medical  center  environment.  How- 
ever, the  size  of  the  hospital  alone  does  not  deter- 
mine the  role  that  it  plays  in  the  care  of  certain 
surgical  problems.  Capability  to  care  for  vascular 
surgical  problems  not  only  rests  upon  surgical 
ability  and  facilities  but  upon  the  personnel  and 
facilities  of  other  hospital  departments.  Never- 
theless, the  results  of  treatment  in  the  smaller 
hospital  should  be  comparable  to  those  obtained 
in  the  larger  institution. 

During  the  past  15  years,  the  knowledge  and 
experience  in  the  field  of  vascular  surgery  has 
expanded  immensely.  Publications  and  presenta- 
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tions  have  not  been  in  short  supply.  Interest 
among  most  surgical  groups  has  been  intense 
and  enthusiastic.  Within  recent  years,  an  em- 
phasis on  more  critical  appraisal  of  results  has 
been  evident.2' 8' 9'  “* 13' I4’ 17 

In  view  of  the  more  critical  attitude  voiced  by 
Cannon4  and  the  stress  on  appraisal  of  results, 
this  analysis  of  arterial  surgery  performed  in  a 
small,  short  stay,  acute  care  hospital  was  done. 
MATERIALS 

A retrospective  analysis  of  all  cases  of  arterial 
surgery  treated  in  the  Flagstaff  Hospital  from 
8-26-56  to  4-15-72  has  been  done.  The  diagnosis, 
operative  procedure,  and  postoperative  compli- 
cations have  been  analyzed.  A detailed  case  pre- 
sentation has  not  been  employed. 

The  Flagstaff  Hospital  has  grown  from  50  to 
100  beds  during  the  period  of  this  study,  and  a 
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new  operating  room  suite,  intensive  care  unit, 
and  respiratory  therapy  unit  have  been  added. 
More  sophisticated  equipment  in  these  depart- 
ments in  addition  to  the  radiology  and  pathology 
departments  has  occurred.  The  availability  of 
radiologists,  pathologists  and  internists  has  also 
been  helpful  in  diagnosis  and  management  of 
this  series  of  cases. 

The  only  case  of  cardiac  surgery  was  a gun- 
shot wound  of  the  heart  through  both  ventricles. 
Successful  repair  was  possible  after  the  third 
resuscitation  effort.  Death  followed  two  days 
later  of  respiratory  insufficiency.  There  were 
seven  cases  of  vena  cava  ligation  and  three 
cases  of  vena  cava  suture  during  the  period 
of  this  study. 


There  were  118  angiographic  procedures. 
(Table  I)  There  were  two  serious  complications 
and  three  cases  of  dye  extravasation.  There  were 
no  deaths.  The  most  frequent  procedure  was 
the  percutaneous  retrograde  transfemoral  aorta- 
gram.  The  contrast  material  was  Renografin  60. 
The  use  of  Cordes  catheters  and  the  addition  of 
a Veamonte-Hobbs  injector  have  helped  obtain 
more  precise  films.  The  Sanchez-Perez  casette 
changer  has  been  used  during  several  angio- 
graphic studies. 

The  surgical  procedures  performed  on  the 
arteries  of  the  extremities  and  neck  are  sum- 
marized. (Table  II)  There  were  no  postopera- 
tive deaths  among  these  36  cases.  Amputations 
were  necessary  postoperatively  in  two  cases  of 


TABLE  I 

Flagstaff  Community  Hospital  8-24-56  to  4-15-72 

ARTERIAL  SURGERY 
Angiography 

118  Cases  No  Deaths  Two  Serious  Complications 


Type  of  Angiogram 

Retrograde  transaortic  renal  

Retrograde  transaortic  celiac  or  mesenteric 

(1  thrombectomy) 

Retrograde  aortogram  

Translurnbar  aortogram  

Percutaneous  femoral  

(1  thrombectomy) 

Percutaneous  brachial  (loss  of  pulse  in  1) 

Retrograde  brachial  or  thoracic  aorta 

Carotid  


Procedures 

51 

9 

6 

20 

22 

2 

6 

2 


TABLE  II 

Flagstaff  Community  Hospital  8-24-56  to  4-15-72 

SURGERY  OF  THE  ARTERIES 
Extremities 

36  Cases  No  Deaths 


No.  of 


Cases 

Diagnosis 

Surgical  Procedures 

Major  Complications 

4 

Wrist  laceration 

Suture  radial  and  ulnar 

3 

(l)Crush  injury  arm 

Suture  brachial 

Amputation  midforearm 

(2)Laceration 

Suture  brachial 

2 

Gunshot  wound 

Vein  graft  to  axillary 

1 

Embolus— axillary 

Embolectomy— axillary 

1 

A-V  fistula  ant. 

Resection  A-V  fistula  & 

tibial 

vein  graft  to  artery 

1 

Comp.  Fracture  tibia 

Vein  graft  to  popliteal 

1 

Crush  injury 

Vein  graft  to  popliteal 

Amputation  midcalf 

1 

Crush  injury 

Dacron  prosthesis— popliteal 

1 

Embolus— popliteal 

Embolectomy— popliteal 

3 

Gunshot  wound— femoral 

Suture  femoral 

1 

Laceration— femoral 

Suture  femoral 

4 

Embolus— femoral 

Embolectomy— femoral 

Amputation  midcalf 

5 

Arteriosclerosis— femoral 

Endarterectomy  & 

Amputation  midcalf 

Thrombectomy 

Amputation  above  knee 

4 

Neck 

Arteriosclerosis 

femoral 

Bypass  prosthesis  femoral 
popliteal 

1 

Massive  nasal  hemorrhage 

Lieation  ext.  carotid 

- 

2 

Gunshot  wound 

Suture  internal  carotid 

1 

Aneurysm  carotid 

Resection  aneurysm 

P.O.  stroke 

bifurcation 

Thrombectomy  done 

1 

Arteriosclerotic 

Endarterectomy— common 

occlusion 

carotid 
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crush  injury  and  two  cases  with  tissue  necrosis 
present  at  the  time  of  surgery.  One  case  re- 
quired amputation  following  embolectomy  when 
thrombosis  reoccluded  the  artery.  When  the 
artery  required  a bypass  or  bridging  a defect, 
vein  grafts  have  been  used  in  recent  years.8 

Among  the  carotid  artery  cases,  one  postoper- 
ative stroke  occurred  due  to  thrombosis  at  the 
anastamotic  site.  Thrombectomy  and  resection 
of  the  anastamosis  and  insertion  of  a dacron 
prosthesis  restored  most  of  the  neurological  func- 
tion. There  were  no  postoperative  deaths. 

Within  the  trunk,  the  abdominal  aorta  was 
the  most  frequent  site  of  arterial  surgery.  Table 
III)  The  most  frequent  problem  requiring  sur- 
gery was  a dissecting,  ruptured,  or  completely 


occluded  aortic  aneurysm.  The  case  of  aneurys- 
morrhaphy  was  done  after  discovery  of  a rup- 
tured aneurysm  during  an  exploration  for  sus- 
pected acute  appendicitis.  There  were  no  arterial 
prostheses  available  so  an  aneurysmorrhaphy 
was  done. 

Three  cases  of  gunshot  wound  of  the  aorta 
were  sucessfully  taken  to  the  operating  room. 
Two  of  them  had  extensive  injuries  and  blood 
loss,  so  that  even  though  the  repair  was  suc- 
cessful they  died  from  the  effects  of  massive 
blood  loss.  The  case  of  innominate  artery  lacera- 
tion was  successfully  repaired  through  a sternot- 
omy approach.  However,  the  patient  expired 
three  days  later  of  respiratory  insufficiency  in 
spite  of  tracheostomy  and  respirator  care.  (A 


TABLE  III 

Flagstaff  Community  Hospital  8-24-56  to  4-15-72 

SURGERY  OF  THE  ARTERIES 
Abdomen  and  Chest 


No.  of 


Cases 

Diagnosis 

Surgical  Procedures 

Major  Complications 

1 

Stab  wound  mediastinum 

Suture  Innominate  Origin 

Died  postoperative 

3 

Gunshot  wound  aorta 

Suture  aorta 

2 died 

9 

Rupture,  dissected  or 

Resection  aneurysm 

7 died 

occluded  aortic  aneurysm 

Bifurcation  prosthesis  insertion 

1 

Ruptured  aortic  aneurysm 

Aneurysmorrhaphy 

Died 

1 

Aortoiliac  occlusion 

Thromboendarterectomy 

Died 

6 

Aneurysm  of  aorta 

Resection  aneurysm 

3 

Arteriosclerotic  occl’n 

Bifurcation  prosthesis 

aortic  bif’n  or  iliacs 

Bypass  aortoiliac  prosthesis 

1 

Ruptured  splenic  aneurysm 

Splenectomy 

Died 

2 

Arteriosclerotic  superior 
mesenteric  occlusion 

Endarterectomy 

8 

Renovascular  hypertension 

(5)  Renal  endarterectomy  with  vein 
patch 

(3)  Resection  renal  with  replantation 

2 died 

in  aorta 

1 

Avulsion  iliac  by  impalement 

Vein  graft 

1 

Embolus— iliac 

Embolectomy 

2 

Arteriosclerotic  occlusion 

Endarterectomy 

TABLE  IV 

Flagstaff  Community  Hospital 

ARTERIAL  SURGERY 
Analysis  of  Deaths 


8-24-56  to  4-15-72 


Procedure 

1 


Abdominal  aortic  aneurysmorrhaphy  for 
ruptured  abdominal  aortic  aneurysm 
Resection  of  ruptured,  dissected  or 
occluded  abdominal  aortic  aneurysm  and 
insection  bifurcation  graft 


Abdominal  aorta,  thromboendarterectomy 
Suture  gunshot  wound  of  aorta 

Suture  innominate  artery  root 
Renal  artery  endarterectomy 

Resection  ruptured  splenic  aneurysm 


14  Deaths 
Cause  of  Death 

1  Hemorrhage  from  suture  line  of  aorta 

1 Coronary  occlusion 

2 Coronary  occlusion 

3 Aortic  dissection  and  hemorrhage 

4 Renal  artery  thrombosis 

5 Aortic  thrombosis 

6 Septicemia  & hemorrhage 

7 Renal  artery  thrombosis 
(Coronary  arteriosclerosis— aged  80) 

1 Hemorrhage  retroperitoneal 

1 Hemorrhage 

2 Hemorrhage 

1 Pulmonary  failure  in  grossly  obese  man 

1 Uremia  and  hemorrhage 

2 Cardiac  arrythmia  and  failure 
1 Mesenteric  thrombosis 
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detailed  description  of  the  postoperative  com- 
plications and  deaths  following  aortic  surgery 
will  be  contained  in  another  report.) 

The  case  of  aortoiliac  occlusion  that  had  an 
aortoiliac  thromboendarterectomy  developed  a 
suture  line  dehiscence  and  massive  hemorrhage 
that  required  reexploration  and  resuture.  Compli- 
cations of  repeated  hemorrhage  produced  death. 

Among  the  6 cases  of  aneurysmectomy  of  the 
aorta  which  did  not  have  dissection,  rupture,  or 
occlusion  of  the  aorta,  there  have  been  no  deaths. 
The  postoperative  complications  in  these  cases 
have  not  been  major.  The  deaths  following  renal 
artery  surgery  have  been  due  to  renal  failure 
and  hemorrhage  in  one  case,  and  cardiac  failure 
with  arrythmia  in  a second  case. 

The  only  case  of  splenic  aneurysm  in  this  se- 
ries of  cases  was  diagnosed  after  it  had  rup- 
tured. Massive  hemorrhage  and  severe  shock  had 
occurred.  Resection  of  the  aneurysm  and  splen- 
ectomy together  with  blood  replacement  were 
done.  At  the  termination  of  the  procedure,  the 
patient  was  found  to  have  complete  thrombosis 
of  the  entire  mesenteric  venous  circulation  which 
led  to  intestinal  gangrene  and  death.  (Table  IV) 

There  were  no  major  complications  or  deaths 
following  the  surgical  procedures  on  the  iliac 
vessels  in  this  series  of  cases. 

COMMENT 

This  series  of  cases  is  not  large  enough  to 
derive  statistically  significant  conclusions.  The 
angiography  experience  with  118  cases  has  been 
without  fatality.  There  have  been  no  deaths  fol- 
lowing surgery  on  the  arteries  of  the  extremities 
and  neck.  The  amputation  rate  is  considered  ac- 
ceptable. 

Among  this  series  of  76  cases  treated  in  the 
Flagstaff  Hospital  over  a period  of  more  than 
15  years,  a large  number  of  them  are  a conse- 
quence of  trauma.  Most  of  the  cases  have  been 
emergency  or  urgent  problems  requiring  prompt 
surgical  intervention.  Atherosclerosis  was  the 
other  major  indication  for  arterial  surgery  in  this 
series  of  cases.  Six  cases  of  arterial  emboli  were 
treated  during  this  period. 

The  complication  rate  and  mortality  rate  fol- 
lowing surgery  on  the  abdominal  aorta  have  been 
significantly  high.  The  type  of  problem  treated 
and  the  operative  risk  contributed  to  the  un- 
satisfactory results.  Eight  of  the  ten  ruptured 
aneurysms  resected  or  sutured  died  postopera- 
tively.  One  case  of  ruptured  splenic  aneurysm 
died  postoperatively.  Two  of  eight  cases  of  renal 


artery  surgery  died  of  complications  due  to  the 
arteriosclerosis  in  other  regions  of  the  body. 
Massive  hemorrhage,  shock,  and  their  sequelae 
caused  the  postoperative  death  of  two  cases  of 
aortic  injury.  It  is  of  note  that  none  of  the  six 
cases  of  intact  abdominal  aortic  aneurysm  that 
were  resected  with  insertion  of  a prosthesis,  and 
none  of  the  three  cases  of  aortoiliac  bypass  bi- 
furcation prosthesis  insertion  had  any  signifi- 
cant postoperative  complications. 

DISCUSSION 

With  the  great  increase  in  the  number  of 
angiographic  procedures  being  done  and  the 
development  of  more  hosiptals  capable  of  this 
activity,  a more  discerning  attitude  has  devel- 
oped concerning  the  complications  and  fatali- 
ties. Bolansky  and  Killen2  reported  a series  of 
3934  angiographic  procedures  among  which  33 
patients  required  surgical  intervention.  Twenty- 
one  were  arterial  thromboses  at  arterial  puncture 
sites.  Five  cases  were  thromboses  at  arteriotomy 
sites  and  three  had  extensive  intimal  dissections 
while  two  had  arteriovenous  fistulae.  All  but  two 
had  successful  restoration  of  pulses  with  either 
the  Fogarty  catheter  or  direct  repair  of  the  inti- 
mal dissection  or  arteriovenous  fistulae.  There 
was  no  loss  of  an  extremity.  They  emphasized 
the  importance  of  an  aggressive  approach  to 
the  early  recognition  and  treatment  of  compli- 
cations of  angiography. 

Arterial  trauma  has  been  a major  problem  in 
civilian  as  well  as  military  activities.  Rich9  re- 
ported a compilation  of  1000  cases  from  military 
experience  where  an  autogenous  vein  graft  or 
primary  end-to-end  anastamosis  of  the  injured 
artery  was  possible  in  83%  of  cases.  He  noted  a 
30.1%  complication  rate  with  42.5%  of  those  cases 
having  amputations.  Secondary  surgical  proce- 
dures were  required  in  28.3%  of  all  cases  having 
complications.  Rich  also  noted  that  concommit- 
tant  injuries  to  nerves,  bones,  and  veins  were 
frequent.  Perry18  reported  an  experience  with 
571  cases  of  arterial  injuries,  finding  the  extremi- 
ties involved  in  442  of  them.  He  emphasized  the 
value  of  preoperative  and  intraoperative  angiog- 
raphy as  well  as  restoration  of  venous  continuity 
if  possible.  Perry  also  noted  that  the  injured 
artery  must  be  debrided  and  precisely  anastam- 
osed  without  tension.  Prior  to  vessel  closure,  all 
thrombi  should  be  sought  for  and  removed.  The 
addition  of  a fasciotomy  in  extremity  injuries  was 
valuable  in  preserving  the  extremity  in  some 
cases. 
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Drapanas8  reported  a series  of  226  cases  of 
arterial  injury  among  which  90.2%  were  due  to 
penetrating  injury.  Fifty  percent  of  his  cases 
were  admitted  to  the  hospital  in  shock.  The  ar- 
teriogram, which  was  used  in  30.5%  of  cases, 
was  accurate  94.4%  of  the  time.  The  overall 
fatality  rate  was  10.6%.  The  amputation  rate  was 
7.1%.  Among  the  salvaged  limbs,  there  was  a 
20.4%  incidence  of  decreased  function.  He  noted 
that  arterial  injuries  accompanied  by  fractures 
are  associated  with  a higher  rate  of  failure.  The 
improved  results  of  treatment  will  depend  upon 
the  reduction  of  time  from  the  injury  to  the 
ultimate  restoration  of  arterial  blood  flow. 

The  particular  problems  and  management  of 
arterial  trauma  in  the  area  of  the  innominate, 
subclavian,  and  axillary  blood  vessels  was  re- 
ported by  Brawley  et  al.3  Among  20  cases  there 
was  one  postoperative  death.  All  of  the  7 cases  of 
axillary  artery  injury  had  associated  nerve  in- 
juries. The  need  for  adequate  operative  expo- 
sure through  sternotomy  and  thoracotomy  was 
emphasized. 

Darling  et  al5  reported  their  experience  with 
260  cases  with  426  arterial  emboli.  They  noted 
that  there  was  an  overall  mortality  rate  of  29.2%. 
The  site  of  origin  of  the  embolus  was  atrial  fi- 
brillation in  72%  of  cases,  myocardial  infarction 
in  50%  of  cases;  14%  being  acute  infarcts,  and 
12.5%  having  no  source  evident.  Among  the  em- 
bolization episodes,  68.1%  occurred  in  the  major 
limb  vessels.  Among  these  224  patients,  77.3% 
had  embolectomy  with  a 91.4%  limb  salvage 
during  the  past  10  years  of  the  study.  Unfor- 
tunately, recurrent  emboli  were  found  to  occur 
in  45.5%  of  cases,  with  a mortality  rate  of  39.2%. 
The  importance  of  postoperative  anticoagulation 
was  discussed. 

Carotid  artery  insufficiency  and  the  surgical 
treatment  of  strokes  are  discussed  by  Hobf  et  al,11 
who  noted  the  late  results  of  treatment  of  28 
cases,  with  an  improvement  in  78.5%  of  cases 
of  mild  stroke.  They  recommended  only  those 
patients  with  transitory  or  mild  strokes  as  the 
best  candidates  for  carotid  artery  surgery.  They 
also  noted  that  arteriography  is  the  only  accurate 
correlation  of  surgical  results  and  the  postopera- 
tive condition  of  the  cranial  circulation. 

Revascularization  of  the  ischemic  lower  ex- 
tremity has  been  intimately  related  to  aortoiliac 
and  femoralpopliteal  arteriosclerosis.  Treatment 
has  revolved  about  techniques  of  endarterec- 


tomy, bypass  grafting  with  fabric  prostheses,  and 
vein  grafting.  Each  technique  has  had  its  par- 
tisan adherents.  Purdue  17  reported  a study  of 
223  patients  seen  over  a six  year  period  with 
aortoiliac-femoral-popliteal  occlusive  disease.  In 
90%  of  cases,  there  were  one  or  more  associated 
diseases.  Angiographic  visualization  of  the  ter- 
minal aorta  and  its  branches  was  accomplished 
in  all  cases.  Among  those  28  cases  having  tissue 
necrosis,  more  than  one  segmental  arterial  occlu- 
sion was  present.  The  technique  employed  for 
significant  disease  in  the  external  iliac  artery  was 
the  knitted  dacron  aorto-femoral  bypass  pros- 
thesis insertion.  When  the  disease  was  limited 
to  the  aortoiliac  segment,  an  endarterectomy  was 
considered  a good  procedure.  The  correction  of 
profundus  femoris  arterial  insufficiency  was  em- 
phasized. Among  these  cases,  the  mortality  rate 
was  2.2%  and  the  total  failures  of  treatment 
was  6.3%. 

Another  chapter  in  vascular  surgery  that  is 
well  documented  and  full  of  information  is  the 
one  concerning  abdominal  aortic  aneurysms. 
Gardner9  found  a total  mortality  among  the  in- 
tact aneurysms  to  be  12.5%,  while  the  ruptured 
aneurysm  cases  had  a 54.1%  mortality  following 
treatment.  Among  the  patients  with  previous 
myocardial  infarction,  there  was  a 60%  postoper- 
ative fatality  rate.  Graham10  noted  that  the  re- 
ported postoperative  fatality  rate  among  the  rup- 
tured, dissected  or  leaking  aortic  aneurysms  that 
were  resected  to  range  from  34  to  85%.  Among 
Gardner’s  cases,  the  occurrence  of  cardiac  prob- 
lems and  irreversible  shock  were  the  common 
causes  of  death.  Levy14  noted  that  the  presence 
of  prolonged  operating  time,  occurrence  of  hypo- 
tension, and  the  use  of  multiple  blood  transfu- 
sions to  be  associated  with  increased  mortality 
following  aneurysmectomy. 

The  surgical  treatment  of  the  vascular  com- 
plications of  arteriosclerosis  continue  to  occupy 
a significant  amount  of  the  literature  concern- 
ing vascular  surgery.  To  review  the  literature  on 
this  subject  is  not  within  the  scope  of  this  paper. 

An  extension  of  the  interest  in  aortic  surgery 
has  been  an  increasing  concern  with  surgically 
correctable  lesions  in  the  visceral  branches  of 
the  aorta.  The  celiac,  splenic,  hepatic,  superior 
mesenteric  and  renal  arteries  have  all  been  suc- 
cessfully treated  surgically  and  occupy  a portion 
of  the  vascular  surgical  literature.  No  effort  will 
be  made  in  this  paper  to  encompass  that  area 
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of  reported  experiences,  except  to  mention  a 
few  reports  concerning  renovascular  hyperten- 
sion.12' 15’ 16 

CONCLUSIONS 

1.  Among  this  small  series  of  cases  the  most 
common  indication  for  arterial  surgery  was 
trauma.  Arteriosclerotic  disease  and  the  compli- 
cations of  occlusion  or  aneurysm  formation  com- 
prised a number  of  cases.  Most  of  the  cases  were 
emergency  or  urgent  circumstances  requiring 
operative  intervention. 

2.  Among  the  118  angiographic  procedures 
there  were  two  serious  complications  requiring 
surgical  treatment.  There  were  no  fatalities. 

3.  Among  the  36  extremity  and  neck  arterial 
procedures,  there  have  been  no  deaths.  Within 
the  29  extremity  surgical  procedures,  secondary 
surgery  for  amputation  was  required  in  five 
cases.  A secondary  thrombectomy  was  required 
in  one  case  of  carotid  artery  surgery. 

4.  The  postoperative  death  rate  following 
aneurysmectomy  for  intact  aneurysms  has  been 
very  low,  but  when  the  aneurysm  was  ruptured, 
dissected,  or  completely  occluded  it  has  been 
high.  This  is  not  a unique  experience  confined 
to  the  small  hospital. 

5.  Certain  vascular  problems  are  within  the 
high  operative  risk  and  bad  result  category  re- 
gardless of  the  size  of  the  hospital  setting,  even 
when  treated  by  competent  surgeons  who  have 
the  necessary  ancillary  facilities  for  that  par- 
ticular type  of  surgical  effort.  The  surgeon  who 
practices  in  the  small  hospital  must  concern  him- 
self with  the  proper  selection  of  cases  that  he 
should  refer  to  a larger  surgical  facility  where 
the  opportunities  might  be  greater  for  a better 
result  for  his  patient. 

6.  While  the  surgeon  must  be  competent  to 
attain  satisfactory  results  with  his  arterial  sur- 
gical endeavors  among  those  cases  that  are 
emergency  in  nature  and  among  whom  the  risk 
is  greater,  he  is  advised  that  he  should  abdicate 
his  competence  to  care  for  the  elective  lower 
risk  problems  by  transferring  them  to  a different 
facility  for  care.  Some  reconciliation  of  think- 
ing among  surgeons  in  the  large  and  small  hos- 
pital alike  seems  to  be  in  order. 

7.  Since  certain  vascular  problems  are  infre- 
quent in  occurrence  in  a small  population  served 
most  often  by  a small  hospital,  it  is  obvious  that 
the  opportunity  for  even  the  well  trained  vas- 
cular surgeon  to  remain  as  facile  as  his  counter- 
part in  the  larger  population  medical  situation 


is  not  as  great.  It  would  seem  that  every  trained 
surgeon  who  is  working  in  a small  hospital  set- 
ting must  reach  a point  beyond  which  he  will  not 
promote  himself  to  his  own  level  of  incompe- 
tence. Within  the  field  of  vascular  surgery  the 
differences  are  often  very  critical  and  even 
among  the  experts  in  the  field  difficult  to  ascer- 
tain. 

8.  The  author  feels  that  surgery  of  the  heart, 
the  great  vessels  of  the  thorax  and  their  major 
branches,  including  the  carotids,  should  be  elec- 
tively  surgically  treated  in  medical  centers 
that  are  staffed  and  equipped  to  treat  those 
conditions.  The  elective  surgical  treatment  of 
the  great  vessels  of  the  abdominal  cavity  and 
extremities  should  be  done  only  by  surgeons  who 
are  regularly  treating  those  conditions;  who  have 
acceptable  results  of  their  treatment,  and  who 
are  working  in  hospitals  that  are  properly  staffed 
and  equipped  to  do  that  type  of  surgery.  The 
bulk  of  the  small  hospital  situations  do  not  fall 
into  this  category. 
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SUMMARY  OF  THE  SEMINAR 


ON  VIRAL  HEPATITIS 

SAUL  KRUGMAN,  M.D. 


During  the  past  three  days  the  participants  of 
this  seminar  have  discussed  in  great  detail  the 
present  status  of  our  knowledge  of  viral  hepatitis. 
Their  presentations  were  concerned  with  six  as- 
pects of  the  disease:  clinical  features,  pathology, 
epidemiology,  etiology,  immunology,  and  pre- 
vention. In  tackling  this  assignment  to  briefly 
summarize  the  conference  I am  reminded  of  a 
comment  by  Henry  Thoreau  who  in  writing  to  a 
friend  stated  “not  that  the  story  need  be  long, 
but  it  would  take  a long  while  to  make  it  short.” 
In  the  limited  time  which  is  available  I shall  at- 
tempt to  review  the  highlights  of  the  six  sessions 
devoted  to  this  seminar. 

CLINICAL  FEATURES 

Many  viruses  have  been  incriminated  as  causa- 
tive agents  of  hepatitis.  In  general,  viral  hepatitis 
in  children  and  adults  is  most  commonly  caused 
by  hepatitis  A and  B viruses.  Hepatitis  A is  also 
known  as  infectious  hepatitis  or  IH,  and  hepa- 
titis B as  serum  hepatitis  or  SH.  Cytomegalovirus 
infection  and  mononucleosis  are  less  common 
causes  of  hepatitis  in  children  and  adults.  In 
contrast,  hepatitis  in  newborn  infants  is  rarely 
caused  by  IH  and  SH  viruses;  cytomegalovirus 
has  been  the  most  common  agent  associated  with 
neonatal  hepatitis. 

The  classical  clinical  features  of  various  types 
of  viral  hepatitis  were  described  in  detail  in  the 
individual  reports.1'3  The  following  differential 
diagnostic  features  between  type  A and  type  B 
were  stressed:  (1)  incubation  period  — relative- 
ly short  for  type  A,  15  to  50  days;  longer  for  type 
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B,  60  to  160  days;  (2)  type  of  onset  — usually 
acute  for  type  A and  insidious  for  type  B;  (3) 
fever  — occurs  commonly,  may  be  high,  and 
usually  precedes  jaundice  in  type  A in  contrast 
with  type  B in  which  it  is  less  common  and 
usually  low  grade;  (4)  abnormal  serum  trans- 
aminase values  — usually  transient,  persisting 
for  one  to  three  weeks  in  type  A and  more  pro- 
longed in  type  B,  persisting  for  1 to  8+  months; 
(5)  thymol  turbidity  and  IgM  levels  — usually 
increased  in  type  A and  usually  normal  in  type 
B if  jaundice  is  not  present,  but  may  be  in- 
creased in  icteric  cases;  ( 6 ) Australia  or  hepatitis 
associated  antigen  (HAA)  in  blood  — not  pres- 
ent in  type  A but  consistently  present  during  in- 
cubation period  and  acute  phase  of  type  B.  He- 
patitis associated  antigen  persists  in  chronic  car- 
riers. Thus,  the  test  for  HAA  is  useful  for  the 
defferentiation  of  type  B from  type  A in  patients 
who  are  not  asymptomatic  carriers. 

PATHOLOGIC  FEATURES 

The  pathologic  features  of  acute  and  chronic 
viral  hepatitis  were  described  in  detail.4  The 
pathology  of  type  A infection  is  indistinguish- 
able from  type  B. 

EPIDEMIOLOGIC  FEATURES 

The  epidemiology  of  viral  hepatitis  was  cloud- 
ed in  the  past  by  difficulty  in  differentiating  type 
A from  type  B infection.  The  discovery  of  Aus- 
tralia antigen  and  the  development  of  specific 
tests  to  identify  type  B hepatitis  have  provided 
the  methodology  needed  for  more  precise  studies 
of  this  infection. 

Viral  Hepatitis,  Type  A.  — Epidemiological 
concepts  of  viral  hepatitis  type  A have  not 
changed  significantly  during  the  past  three  de- 
cades.5 The  infection  is  spread  by  close  contact, 
the  chief  mode  of  transmission  being  the  fecal- 
oral  route.  Parenteral  transmission  occurs  also, 
but  it  is  less  common.  Human  volunteer  studies 
during  the  19'0s  indicated  that  virus  A which 
was  present  in  the  blood  and  feces  during  the 
latter  part  of  the  incubation  period  was  no  longer 
detected  two  to  three  weeks  after  onset  of  jaun- 
dice. 

In  recent  years  the  well  defined  autumn-winter 
seasonal  incidence  in  temperate  climates  has 
changed.  No  consistent  seasonal  patterns  have 
been  observed.  In  general,  at  the  present  time  the 
incidence  of  hepatitis  is  fairly  constant  through- 
out the  year.6 

An  interesting  change  has  also  been  observed 
in  age-sex  specific  attack  rates  in  the  United 


States  during  the  past  five  years.  The  increased 
incidence  of  hepatitis  in  teen-age  and  young 
adult  males  may  be  a consequence  of  the  wide- 
spread illicit  use  of  narcotics  by  this  age  group. 

Data  accumulated  by  the  World  Health  Organ- 
ization indicate  that  viral  hepatitis  is  a common 
and  widespread  worldwide  disease.7  The  in- 
creased severity  and  high  mortality  of  the  dis- 
ease in  tropical  countries  have  been  attributed 
to  malnutrition  and  poor  environment.  The  high 
incidence  of  liver  cirrhosis  in  many  tropical  coun- 
tries is  thought  to  be  associated  with  viral  hepa- 
titis, type  B,  rather  than  type  A. 

Viral  Hepatitis,  Type  B.  — Epidemiological 
concepts  of  hepatitis  B infection  have  changed 
significantly  during  the  past  decade.8  The  dem- 
onstration that  hepatitis  B virus  was  infectious 
by  mouth,  and  the  observation  that  the  disease 
was  endemic  in  closed  institutions  changed  the 
old  concept  of  an  exclusive  parenteral  mode  of 
transmission.  It  is  now  clear  that  long-incubation 
period  viral  hepatitis,  type  B (serum  hepatitis) 
may  be  spread  by  contact  as  well  as  by  parenteral 
inoculation  of  contaminated  blood  or  blood  prod- 
ucts. 

Seroepidemiological  studies  have  indicated 
that  type  B hepatitis  infection  is  worldwide  in 
distribution.  Hepatitis-associated  antigen  preva- 
lence rates  have  been  relatively  high  in  various 
tropical  countries  with  substandard  hygienic  con- 
ditions, in  closed  institutions  for  mentally  re- 
tarded children,  and  in  commercial  blood  donors. 

The  public  health  implications  of  the  chronic 
carrier  state  are  currently  being  explored.  Stu- 
dies are  urgently  needed  to  define  the  potential 
risk  of  transmission  when  the  carrier  is  a food 
handler,  a barber,  or  a health  worker.  Limited 
data  indicate  that  HAA-positive  pregnant  women 
can  transmit  the  virus  to  their  newborn  infants. 
If  infection  occurs,  it  is  usually  transmitted  at 
the  time  of  delivery.  Intrauterine  transmission 
may  occur,  but  it  is  very  rare. 

ETIOLOGY  AND  IMMUNOLOGY 

During  the  past  20  years  many  investigators 
have  consistently  failed  to  cultivate  hepatitis  A 
and  B viruses  in  tissue  culture.  Dr.  Enders  em- 
phasized this  point  in  his  introductory  remarks 
when  he  stated  that  in  spite  of  the  exciting  new 
developments,  “we  still  must  face  the  fact  that 
as  yet  no  practical  means  for  propagating  the 
viruses  are  available.” 

Two  encouraging  reports  were  presented  dur- 
ing the  course  of  the  seminar.  Studies  by  Brigh- 
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ton  and  coworkers9  with  HAA-positive  serum 
inoculated  in  cultured  human  liver  cells  showed 
progressive  involvement  of  the  cellular  compo- 
nents, as  demonstrated  by  fluorescent  antibody 
attachment  involving  the  cytoplasm,  the  perinu- 
clear membrane,  and  the  nucleoli,  in  that  order. 
Carver  and  Seto10  described  the  production  of 
hemadsorption-negative  areas  when  HAA-posi- 
tive sera  were  inoculated  in  human  WI-38  cells. 
The  infected  sera  rendered  the  cells  refractory 
to  infection  by  Newcastle  disease  viruses  (NVD), 
and  standard  antisera  to  the  Australia  antigen 
prevented  induction  of  the  NDV  refractory  state. 
It  is  hoped  that  these  new  and  promising  re- 
ports will  be  confirmed. 

Electron  miscroscopic  studies  of  sera  contain- 
ing antigen  have  shown  virus-like  particles  of 
varied  morphology:  round  or  ovoid  particles,  20 
nm  in  diameter,  tubular  forms  of  variable  length 
up  to  200  nm,  and  a larger  particle  approximate- 
ly 42  nm  in  diameter.11  The  specific  association 
of  these  particles  with  hepatitis  B virus  is  well 
established.  The  relationship  of  the  various  par- 
ticles to  the  infectious  agent  has  not  been  clari- 
fied. 

The  development  of  various  tests  for  the  de- 
tection of  antigen  and  antibody  has  provided 
the  methodology  for  studies  of  the  immunology 
of  viral  hepatitis  type  B.  The  following  tests 
have  variable  sensitvities : immunodiffusion,  im- 
munoelectrophoresis,  complement  fixation,  pas- 
sive hemagglutination,  immune  adherence  hem- 
agglutination, immune  electron  microscopy,  and 
radioimmunoassay.  Complement-fixation,  passive 
hemagglutination,  and  immune  adherence  hem- 
agglutination appear  to  be  the  most  sensitive 
tests  for  detection  of  antigen.  Radioimmunoassay 
and  passive  hemagglutination  tests  are  the  most 
sensitive  for  the  detection  of  antibody. 

Seroepidemiological  studies  with  the  sensitive 
radioimmunoassay  have  shown  an  increasing  fre- 
quency of  anti-HAA  with  age;  approximately 
15%  to  40%  of  adults  have  detectable  antibody.12 
Sera  from  children  were  usually  negative  for 
anti-HAA. 

The  identification  of  subspecificites  of  the  Aus- 
tralia antigen  complex  is  an  interesting  and  pro- 
vocative finding.13  Antigen  positive  sera  have 
been  reported  to  contain  a common  antigenic 
specificity,  “a”  and  three  additional  determin- 
ants, “d”,  “x”,  and  “y”  which  are  not  shared  by 
all  particles.  The  evidence  indicates  that  deter- 
minants “d”  and  “y”  reflect  the  genotype  of  the 


virus  and  determinant  “x”  may  represent  a com- 
ponent from  the  host.  Antigen  positive  sera  from 
cases  of  hepatitis  or  chronic  carriers  have  been 
either  subgroup  “ad”  or  “ay”  in  roughly  equal 
proportions.  The  epidemiological,  clinical,  and 
immunological  significance  of  this  phenomenon 
is  unknown  at  the  present  time. 

The  possible  association  of  the  Milan  antigen 
with  infectious  hepatitis  was  discussed  in  de- 
tail.14, 15  This  antigen  has  also  been  called  epi- 
demic hepatitis-associated  antigen  (EHAA). 
Evidence  was  presented  which  indicated  that  the 
antigen  was  an  abnormal  ^-lipoprotein.  Until 
this  problem  is  resolved  it  would  be  more  ap- 
propriate to  use  the  term  Milan  antigen  rather 
than  EHAA. 

PREVENTION 

Viral  Hepatitis,  Type  A.  — During  the  past 
25  years  controlled  studies  by  many  investigators 
have  demonstrated  the  efficacy  of  immune  serum 
globulin  for  the  prevention  or  modification  of 
viral  hepatitis,  type  A.16  Indications  for  its  use 
were  discussed  in  detail  during  this  seminar.  In- 
fectious hepatitis  is  contagious  under  the  type  of 
close  and  intimate  contact  which  promotes  the 
fecal-oral  spread  of  virus.  Therefore,  immune 
serum  globulin  is  indicated  for  family  contacts 
and  for  persons  in  institutions  where  the  dis- 
ease is  highly  endemic;  it  is  not  indicated  for 
the  usual  office  or  school  type  of  contact.  Chil- 
dren as  well  as  adults  should  receive  immune 
serum  globulin  when  indicated. 

An  active  immunizing  agent  for  the  preven- 
tion of  viral  hepatitis  type  A is  not  available  at 
the  present  time.  This  development  will  be  de- 
layed until  the  agent  has  been  successfully  adapt- 
ed to  tissue  culture. 

Viral  Hepatitis,  Type  B.  — The  efficacy  of 
immune  serum  globulin  for  the  prevention  of 
viral  hepatitis,  type  B has  been  a controversial 
subject  for  many  years.17  Reports  of  its  value 
have  been  mixed,  ranging  from  some  protection 
to  none  at  all.  Recent  studies  of  various  lots  of 
standard,  commercially  available  immune  serum 
globulin  have  revealed  either  low  levels  of  anti- 
HAA  or  no  detectable  antibody  at  all.  There- 
fore, in  many  situations  the  amount  of  immune 
serum  globulin  administered  may  not  be  ade- 
quate enough  to  neutralize  large  quantities  of 
virus  which  may  be  infused  during  multiple 
blood  transfusions.  On  the  other  hand,  it  may 
be  effective  if  the  exposure  is  minimal,  such  as 
an  accidental  inoculation,  and  the  particular  lot 
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of  immune  serum  globulin  has  detectable  anti- 
body. 

An  experimental  specific  hepatitis  B immune 
serum  globulin  is  currently  being  investigated. 
The  antibody  titer  of  this  preparation  is  extra- 
ordinarily high,  approximately  25,000  to  50,000 
times  higher  than  standard  immune  serum  glo- 
bulin. The  preliminary  results  of  the  investiga- 
tion are  very  encouraging.18 

Our  group  described  studies  on  active  im- 
munization against  viral  hepatitis,  type  B.19  In- 
oculation of  a boiled  preparation  of  1:10  dilu- 
tion of  MS-2  serum  in  distilled  water  was  im- 
munogenic and  not  infectious.  Two  inoculations 
at  four  month  intervals  were  more  effective  than 
one.  However,  one  inoculation  gave  enough  pro- 
tection to  prevent  some  cases  of  hepatitis  and 
to  modify  others.  These  studies  are  being  ex- 
panded at  the  present  time;  a larger  group  will 
receive  three  inoculations  at  two  month  inter- 
vals. 

CONCLUSION 

I should  like  to  conclude  this  summary  with  a 
brief  comment  about  nomenclature.  The  data 
presented  during  the  course  of  this  seminar  have 
shown  that  serum  hepatitis,  like  infectious  hepa- 
titis, can  be  transmitted  by  contact  as  well  as 
by  parenteral  inoculation.  Accordingly,  it  would 
be  less  confusing  and  more  logical  to  refer  to 
these  diseases  as  viral  hepatitis,  type  A (infec- 
tious hepatitis);  and  viral  hepatitis,  type  B (serum 
hepatitis).  This  nomenclature,  which  was  first 
adopted  in  the  1940s,  is  more  appropriate  in  the 
light  of  current  knowledge  of  the  epidemiology 
and  imunology  of  viral  hepatitis. 

The  data  presented  during  the  course  of  this 
seminar  have  confirmed  the  definite  association 
of  Australia  antigen  with  viral  hepatitis,  type  B, 
and  the  lack  of  its  association  with  viral  hepa- 
titis, type  A.  Accordingly,  the  time  has  come  to 
“call  a spade  a spade”  and  to  designate  the 
antigen  as  “hepatitis  B antigen.”  This  term  is 
more  descriptive  than  Australia  antigen,  hepa- 
titis-associated antigen  (HAA),  or  SH  antigen. 
The  term  “Australia”  implies  an  unusual  asso- 
ciation with  that  country,  “HAA”  is  too  nonspe- 
cific in  the  light  of  current  knowledge,  and  “SH 
antigen’  suggests  a parenteral  mode  of  transmis- 
sion exclusively.  On  the  other  hand,  “hepatitis  B 
antigen”  is  a clear,  precise,  and  accurate  desig- 
nation. 

In  his  introductory  remarks  Dr.  Enders  com- 
mented about  the  appropriate  timing  of  this 


seminar.  His  descriptive  phrases  regarding  re- 
cent developments  were  most  appropriate,  and 
they  are  worthy  of  repetition. 

After  a long  and  arid  period,  a new  and  ex- 
hilarating phase  in  the  study  of  hepatitis  has 
lately  begun.  The  discovery  of  the  Australia  anti- 
gen came  like  an  unexpected  shower  on  desert 
soil.  ...  A second  factor  of  perhaps  equal 
importance  in  changing  the  course  of  research 
on  viral  hepatitis  was  the  demonstration,  spring- 
ing from  a series  of  clinicoexperimental  studies, 
that  two  different  viruses  are  responsible  for  in- 
fectious and  serum  hepatitis. 

During  the  course  of  this  seminar  we  have  all 
been  privileged  to  discuss  and  review  the  ex- 
plosion of  new  knowledge  about  viral  hepatitis 
which  has  followed  in  the  wake  of  recent  excit- 
ing advances.  However,  in  spite  of  the  encour- 
aging progress,  many  formidable  challenges  lie 
ahead.  The  ultimate  solution  of  the  problem  will 
depend  in  great  part  on  the  isolation  and  culti- 
vation of  hepatitis  viruses  A and  B.  It  is  hoped 
that  this  important  achievement  will  be  success- 
fully accomplished  in  the  not  too  distant  future. 
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The  1972  Legislature  of  Arizona  passed  legis- 
lation to  create,  fund,  and  to  activate  a Division 
of  Emergency  Medical  Services  for  Arizona.  The 
selection  and  appointment  of  James  L.  Schama- 
dan,  M.D.,  of  Phoenix,  to  organize  and  operate 
this  new  division,  was  an  unusually  enlightened 
act.  Dr.  Schamadan  has  earned  his  spurs  as  an 

A NEW  CHALLENGE  FOR  internist,  engineer,  flier,  bio-medical  engineering 

faculty  member  at  Arizona  State  University,  the 

DR.  JAMES  L.  SCHAMADAN  director  of  the  successful  Air  Medical  Evacuation 

System  (AMES)  project  in  Arizona,  and  most 
recently  as  Vice-President  in  charge  of  Medical 
Affairs  for  the  Samaritan  Health  Services.  He 
was  granted  a leave  of  absence  by  SHS  for  the 
task  he  now  assumes.  Physicians  and  other  citi- 
zens of  Arizona  should  benefit  greatly  from  the 
Division  of  Emergency  Services.  Good  luck  to 
Jim  Schamadan! 


JOHN  R.  GREEN,  M.D. 
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JOHN  J.  STANDIFER,  M.D. 
PRESIDENT 


MULTI-COUNTY  FOUNDATION 
FOR  MEDICAL  CARE 


A proposed  multi-county  foundation  for  medi- 
cal care  would  encompass  all  the  counties  of 
Arizona  not  currently  involved  with  foundations 
if  those  counties  wished  to  participate.  It  would 
be  possible,  hopefully,  for  any  physician  in  Ari- 
zona to  participate  in  a medical  care  foundation. 
This  foundation  would  be  able  to  sponsor  con- 
tracts in  any  of  the  outlying  areas,  ratify  appro- 
priate contracts  with  state-wide  industries  made 
by  other  foundations,  and  function  as  a peer  re- 
view organization  for  foundation  plans  and  in 
any  other  siutation  where  this  is  indicated.  This 
last  function  would  be  particularly  important 
should  the  Bennett  Amendment  become  law. 

It  would  seem  desirable  to  be  able  to  provide 
coverage  for  statewide  groups  under  foundation 
control.  This  type  of  medical  care  plan  has  ad- 
vantages for  the  patient  in  terms  of  assuring  him 
of  at  least  an  adequate  minimum  coverage  as  ap- 
proved by  foundations  sponsoring  or  ratifying 
the  contract;  it  assures  the  physician  of  adequate 
compensation  for  services  rendered;  and  it  as- 
sures employer  and  insurance  carrier  of  peer  re- 
view to  help  keep  costs  down  and  quality  up. 

It  seems  essential  that  we  have  an  organiza- 
tion capable  of  providing  peer  review  within  the 
profession  should  the  Bennett  Amendment  be- 
come law.  As  it  now  is  proposed,  should  we  not 
be  able  to  provide  such  an  organization,  people 


from  outside  medicine  may  be  hired  to  review 
professional  services. 

Response  to  the  proposal  of  a multi-county 
foundation  has  been  very  mixed  during  the 
months  that  I have  been  visiting  county  medical 
societies  that  would  be  involved  in  this  program. 
Recently  the  response  has  been  very  favorable, 
with  at  least  one  society  now  having  voted  to 
support  the  organization  of  such  a foundation.  I 
believe  other  societies  will  take  this  action  in  the 
near  future. 

The  proposal  for  a multi-county  foundation 
would  include  a Board  of  Directors  which  would 
have  members  from  all  participating  counties.  It 
would  be  expected  that  peer  review  mechanism 
would  be  established  between  different  areas  to 
avoid  the  personal  involvement  that  is  a problem 
within  small  organizations.  The  establishment 
of  contracts  within  a single  area  should  be  the 
function  of  the  local  component  member  society 
within  the  minimum  standards  of  the  foundation. 
Technical  help  could  be  available  from  the  cen- 
tral foundation  offices. 

It  is  hoped  that  within  the  next  few  months 
this  additional  factor  in  health  care  can  be  avail- 
able within  the  entire  state.  A many-faceted  ap- 
proach to  health  care  provision  is  desirable  in 
answer  to  the  complex  economic  and  social  cir- 
cumstances of  our  culture.  This,  it  seems  to  me, 
is  a very  important  facet  to  implement. 
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Dean's  Page 


A NEW  CURRICULUM 


During  the  past  few  years,  medical  schools 
across  the  country  have  extensively  reviewed 
their  educational  programs.  Although  this  Col- 
lege of  Medicine  is  a new  school,  we  too,  have 
devoted  much  time  to  a re-examination  of  our 
curriculum.  On  January  5,  1972,  the  faculty  en- 
dorsed a curriculum  which  will  enable  a student 
to  complete  the  requirements  for  the  M.D.  De- 
gree in  three  calendar  years.  The  University  of 
Arizona  and  the  Arizona  Board  of  Regents  sub- 
sequently approved  that  change.  Approximately 
one  third  of  all  American  medical  schools  have 
taken  or  are  about  to  take  a similar  step. 

In  our  own  case,  the  change  was  made  possible 
by  our  decision  to  emphasize  the  principles  and 
concepts  which  underlie  basic  medical  science, 
rather  than  content  for  its  own  sake.  Factual 
knowledge  will  obviously  continue  to  be  im- 
portant, but  will  be  used  primarily  to  illustrate 
concepts  which  are  prerequisite  to  the  practice  of 
medicine.  This  approach,  with  more  effective 
coordination  of  the  efforts  of  the  basic  science 
departments,  will  result  in  a significant  reduction 
in  required  curriculum  time. 

At  the  same  time,  the  academic  year  through- 
out the  curriculum  has  been  lengthened  to  more 
nearly  encompass  a calendar  year.  This  is  par- 
ticularly evident  during  the  summers  preceding 
and  following  the  first  year.  The  long  summer 
vacation  following  the  first  year  has  been  short- 


ened to  approximately  four  weks,  and  in  the 
summer  preceding  medical  school,  classes  will 
begin  in  August  rather  than  September.  Within 
the  resulting  34  month  academic  program  the 
changes  previously  referred  to  may  be  summariz- 
ed as  follows: 

ORIENTATION  (1  week):  This  period  has 
been  lengthened  from  the  traditional  2}k  days 
with  the  introduction  of  material  designed  to 
orient  students  to  the  practice  of  medicine  and 
contemporary  issues  of  health  care,  and  to  famili- 
arize them  with  the  College  of  Medicine  as  an 
institution. 

PHASE  I (48  weeks):  During  the  first  half  of 
the  year,  anatomy,  biochemistry  and  physiology 
comprise  the  major  portion  of  curriculum  time. 
Early  patient  contact  through  continuation  of 
“Introduction  to  the  Practice  of  Medicine,”  is  be- 
gun during  the  orientation  period.  In  the  latter 
half  of  the  year,  pathology,  microbiology  and 
pharmacology  are  taught.  Behavioral  science,  to 
integrate  the  biologic  and  clinical  discipline,  is 
emphasized  in  the  course,  “Human  Behavior  and 
Development.” 

PREPARATION  FOR  CLINCAL  MEDICINE 
(8  weeks):  Following  a short  vacation  period,  this 
curriculum  block  is  designed  to  impart  the  clini- 
cal skills  students  will  need  to  perform  their 
clinical  duties  in  the  hospital  during  the  second 
year.  The  major  portion  of  this  experience  com- 
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prises  patient  interviews  and  physical  examina- 
tions. 

PHASE  II  (48  weeks):  Students  will  spend  at 
least  six  weeks  in  the  Hospital  inpatient  wards 
and  clinics  of  each  clinical  department  (Internal 
Medicine,  Surgery,  Pediatrics,  Psychiatry,  Obste- 
trics and  Family  and  Community  Medicine.)  In 
addition,  each  patient  will  collaborate  with  fac- 
ulty career  advisors  in  planning  an  individualized 
curriculum  path  for  the  second  and  third  years 
which  will  best  prepare  him  for  his  particular 
career  goal. 

PHASE  III  (36  weeks):  A combined  clinical- 
basic  science  year  completes  the  curriculum.  Ac- 
cording to  the  career  path  previously  worked  out, 
students  will  be  encouraged  to  deepend  and 
broaden  their  medical  education  by  selecting 
courses,  either  clinical  or  non-clinical,  which 
best  suit  their  future  needs. 

We  believe  that  this  curriculum,  which  per- 
mits completion  of  the  requirements  for  the 
M.D.  degree  approximately  34  months  after  ad- 
mission to  medical  school,  also  effectively  breaks 
the  “lock-step”  pattern  of  medical  education 
which  has  prevailed  for  the  past  50  years.  Many 
students  may  not  wish  to  complete  the  curricu- 
lum that  quickly.  Indeed,  some  may  be  encourag- 
ed to  take  3%  or  4 years  to  finish.  Proficiency 
and  competence,  not  time,  will  be  and  must  al- 
ways be  the  criteria  by  which  programs  will  be 
measured. 


The  medical  profession  today  is  becoming 
highly  fragmented.  There  have  always  been  di- 
visions of  opinion.  There  were  homeopaths  and 
eclectics  and  allopaths,  but  these  differences 
have  largely  been  resolved.  There  have  been 
osteopaths,  most  of  whose  departures  from  the 
orthdox  medical  fold  have  been  eliminated  at 
the  scientific  level,  and  are  resolving  at  the  edu- 
cational and  administrative  levels.  But  as  old 
divergences  disappear,  new  ones  develop. 

The  American  Medical  Association  survives  as 
the  organizational  base  for  the  preponderance  of 
practicing  physicians  and  their  colleagues  in 
teaching,  research,  administration  and  the  like. 
It  is  slow  to  change  its  policy  positions.  Perhaps 
there  is  no  single  physician  who  agrees  with  them 
all.  As  a result,  there  have  been,  and  continue  to 
be  defections,  on  grounds  which  may  be  religi- 
ous, political,  financial,  or  philosophical.  There 
are  those  who  might  otherwise  be  content,  but 
who  object  to  the  AMA  position  on  abortions  as 
being  too  liberal  or  too  constrictive,  so  some  of 
each  persuasion  split  off.  There  are  those  who 
object  to  the  concepts  of  the  way  in  which  the 
medical  profession  should  deal  with  government, 
at  arms  length  or  in  close  collaboration.  There 
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FRAGMENTOSIS  OR  UNITASIS  IN  MEDICINE 


are  physicians  who  are  persuaded  that  the  entire 
delivery  system  of  medical  care  must  be  structur- 
ed along  the  Russian  principles  of  dialectic  ma- 
terialism. There  are  conservatives  and  ultra-con- 
servatives. There  are  large  numbers  of  medical 
students,  interns,  residents,  young  physicians  and 
academicians  who  follow  essentially  no  leader- 
ship, but  regard  themselves  simply  an  anti-estab- 
lishmentarian.  The  question  arises  as  to  the  sur- 
vival value  of  a profession  so  beset.  Indeed,  the 
question  may  be  raised  as  to  the  capacity  to 
endure  as  a profession.  This  might  be  a highly 
hypothetical  question,  were  it  not  for  the  fact 
that  the  critics  of  medicine  are  so  willing  to  move 
in  through  legislative  avenues  to  convert  the  en- 
tire profession  into  a public  utility,  government- 
ally  operated  and  peopled  by  highly  educationed 
technical  tradesmen. 

I presume  that  there  will  always  be  an  inability 
of  a middle  ground  organization  to  accomodate 
extremists.  There  will  inevitably  be  radical  re- 
bellionists  on  the  left  and  reactionary  isolationists 
on  the  right.  They  may  be  left  to  their  own  de- 
vices. But  I would  submit  that  for  the  over- 
whelming majority  of  professional  medical  peo- 
ple, there  should  be  some  broadening  of  perspec- 


tive. If  the  AFL-CIO,  UAW,  UMW,  Steelworkers 
and  Teamsters  can  coalesce  to  defeat  us,  can  we 
defend  ourselves  from  tiny  diverse  and  divided 
camps?  Tunnel  vision,  or  gun-barrel  sight  is  a 
serious  disability. 

The  greatest  threat  to  American  medicine  to- 
day is  not  outside  our  profession,  but  within  it. 
If  there  are  things  which  are  not  clearly  right  in 
the  policies  of  our  major  medical  organization, 
the  work  of  those  who  disagree  can  set  them 
right.  The  need  is  for  cooperative,  constructive 
strengthening  of  the  position  of  a great  profes- 
sion. With  that  strength  we  need  not  fear  ex- 
ternal assaults. 

(Excerpt  from  an  editorial  by  Russell  B.  Roth, 
M.D.,  Speaker  of  the  AMA  House  of  Delegates, 
in  December  1971  bulletin  of  the  Erie  County 
Medical  Society.) 

Editor’s  Note:  The  AMA  has  recently  put  out  a 
new  pamphlet  which  I think  you  will  find  ex- 
tremely informative  and  surprising.  For  a free 
copy  of  the  pamphlet,  “The  AMA  and  the 
American  Doctor:  Sharing  a Common  Goal,” 
write:  Dept.  DW,  American  Medical  Associa- 
tion, 535  North  Dearborn  Street,  Chicago,  Illi- 
nois 60610. 
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THE  DEVELOPMENT  OF  A REGIONAL  CENTER  FOR 
THE  TREATMENT  OF  ACUTE  SPINAL  INJURIES 


JOHN  R.  GREEN,  M.D.,  F.A.C.S. 

Last  year,  in  connection  with  the  First  Annual 
Training  Conference  on  the  subject  of  Contin- 
uing Education  in  the  Treatment  of  Spinal  Cord 
Injuries,  sponsored  by  the  National  Paraplegia 
Foundation,  John  S.  Young,  M.D.,  discussed  “The 
Southwest  Regional  System  For  the  Treatment 
of  Spinal  Injury.”  This  system  includes  a coop- 
erative working  relationship  among  several  in- 
stitutions, including  the  Barrow  Neurological 
Institute  of  St.  Joseph’s  Hospital  and  Medical 
Center  for  acute  care,  the  Spinal  Injury  Service 
of  the  Good  Samaritan  Hospital’s  Rehabilitation 
Institute  for  subacute  and  chronic  care,  Arizona 
State  University  and  the  Division  of  Vocational 
Rehabilitation  of  the  State  of  Arizona.  Organiza- 
tional and  limited  patient-care  funds  were  pro- 
vided by  the  Social  and  Rehabilitative  Service 

Presentation  to  the  Annual  Meeting  of  the  National  Paraplegia 
Foundation,  June  28-July  1,  1972,  Milwaukee,  Wisconsin. 

Chairman,  Division  of  Neurological  Surgery,  Barrow  Neuro- 
logical Institute,  St.  Joseph’s  Hospital  and  Medical  Center,  Phoe- 
nix, Arizona  (Dr.  Green). 


(SRS)  of  the  Department  of  Health,  Education, 
and  Welfare  commencing  two  years  ago.  We  are 
pleased  with  the  progress  of  this  program,  to 
date,  and  with  the  strengthening  of  our  staff 
during  the  past  year  by  the  additions  of  Dr. 
David  Cheshire  of  Australia  and  Dr.  Robert 
Goodkin  of  New  York.  Doctors  Cheshire  and 
Goodkin  have  joined  us  specifically  to  continue 
their  established  contributions  to  the  field  of 
spinal  injuries. 

Three  additional  developments  related  to  care 
of  injured  persons  have  occurred  in  Arizona 
since  1970,  namely  MECA,  MAST,  and  the  new 
Division  of  Emergency  Medical  Services  for 
the  State  of  Arizona. 

MECA  is  the  abbreviation  for  Medical  Evac- 
uation Communication  Assistance  and  is  an 
intricate  network  of  communications  for  the 
region.  It  is  located  on  the  first  floor  of  the 
Barrow  Institute,  adjacent  to  the  Department 
of  Emergency  Services  which  serves  both  the 
Institute  and  its  parent  institution,  St.  Joseph’s 
Hospital  and  Medical  Center.  MECA  connects 
all  hospitals,  ground  ambulances,  fixed  wing  air 
ambulances,  military  helicopters  (MAST),  law 
enforcement  agencies,  Arizona  Highway  Patrol, 
Fire  Department,  and,  presumably,  in  the  near 
future,  the  soon-to-be  Division  of  Emergency 
Medical  Services  of  Arizona.  Specialists  at  the 
BNI  have  the  capability,  because  of  MECA,  to 
communicate  directly  with  attendants  or  phys- 
icians at  the  scene  of  the  accident,  in  other 
emergency  rooms,  or  while  enroute  with  the 
patient  to  the  Barrow  Institute. 

MAST  means  Military  Assistance  for  Safety 
in  Traffic.  Military  helicopters  and  paramedical 
personnel  are  providing  ambulance-resuscitation 
service  for  civilian  emergencies  in  five  states, 
including  Arizona.  415  missions  with  evacuation 
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of  515  people  have  been  accomplished  since 
MAST  bgean  in  July,  1970.  The  concept  of  the 
project  in  Arizona  is  to  employ  military  heli- 
copter resources  at  Luke  Air  Force  Base  to  per- 
form functions  of  emergency  care,  extrication, 
and  transportation  of  accident  victims,  when 
these  functions  can  best  be  performed  by  heli- 
copter. The  helicopters  used  at  Luke  Air  Force 
Base  are  Kaman  HH-43  B’s  and  carry  8 ambula- 
tory or  two  litter  patients  with  an  attendant.  The 
radius  of  operation  of  the  HH-43  B is  75  miles 
with  a full  fuel  load,  but  MAST  crews  respond 
anywhere  in  the  state  by  refueling.  A request 
for  a MAST  helicopter  may  be  initiated  by  a 
physician  or  other  responsible  person  with  a 
call  to  MECA.  The  requester  must  obtain  as 
much  information  as  possible  regarding  the 
emergency  before  placing  the  call,  i.e.  location, 
weather,  landing  areas,  obstructions,  number  of 
persons  involved,  and  some  indication  of  the 
extent  of  the  injuries.  Inter-hospital  transfer 
flights  are  conducted  only  if  the  originating 
physician  feels  it  is  a critical  emergency,  and 
only  after  all  of  the  arrangements  have  been 
made  at  both  ends  of  the  transfer  and  the  pa- 
tient has  been  properly  prepared  for  the  flight. 
The  use  of  both  helicopters  and  fixed  wing 
planes  in  the  Air  Medical  Evacuation  System 
(AMES)  was  a successful  demonstration  project 
during  1969  and  1970  in  Arizona.  The  MAST 
program  has  been  in  operation  for  24  months 
on  a trial  basis. and  has  proven  to  us  the  need 
for  government  support  in  this  area  of  emer- 
gency services  as  an  essential  supplement  to 
existing  programs  and  to  private  medicine. 

A Division  of  Emergency  Medical  Services 
within  the  State  Department  of  Health  was  estab- 
lished by  the  1972  Legislature  in  Arizona.  This 
new  Division  will  direct  a statewide  system  of 
emergency  medical  services  but  may  not  pre- 
empt the  authority  or  jurisdiction  of  any  estab- 
lished agency  which  is  providing  adequate  med- 
ical services.  Ambulance  licensing  and  require- 
ments of  the  training  of  attendants  are  specified 
as  well  as  the  authority  to  operate  air  ambulances 
and  helicopters.  Standards  for  emergency  re- 
ceiving centers  are  also  defined.  The  Director  of 
the  new  Division  of  Emergency  Services  in  Ari- 
zona will  be  Dr.  James  L.  Schamadan  who 
directed  the  AMES  project  during  1969  and 
1970. 

Maximal  rehabilitation  of  a patient  who  has 
suffered  spinal  injury  depends  upon  such  factors 


as  (1)  the  mechanism  and  extent  of  injury,  (2) 
the  time  of  detection  and  the  manner  of  evacu- 
ation of  the  injured  person,  (3)  the  timing  and 
nature  of  acute  definitive  treatment,  and  (4)  the 
scope  of  the  rehabilitation  program. 

The  objectives  of  the  treatment  of  acute  spinal 
injuries  are  to  (1)  prevent  damage  to  the  spinal 
cord  or  nerves,  (2)  improve  neurological  function, 
(3)  alleviate  pain  and  suffering,  (4)  correct  bony 
defects,  (5)  stabilize  the  spine,  (6)  treat  associated 
trauma  and  complications  of  the  spinal  injury, 
and  (7)  institute  rehabilitative  measures. 

Because  of  increasing  evidence  that  the  first 
few  hours  after  injury  are  the  critical  period  if 
progression  of  spinal  cord  degeneration  is  to  be 
prevented,  because  of  new  hints  on  the  mechan- 
ism of  the  pathophysiology  of  injury  and  on  po- 
tential methods  of  arresting  and  perhaps  revers- 
ing the  degenerative  process,  and  the  associated 
need  to  develop  regional  organizations  with  com- 
petence to  investigate  this  important  area,  the 
National  Institute  of  Neurological  Diseases  and 
Stroke  (NINDS)  launched  a new  program  of 
acute  spinal  injury  centers  in  1970. 

A feasibility  study  grant  for  an  eighteen- 
month  project  on  “Studies  on  Management  of 
Spinal  Cord  Injury”  under  the  direction  of 
Eduardo  Eidelberg,  M.D.,  Chairman  of  the  Di- 
vision of  Neurobiology,  was  awarded  to  the 
Barrow  Neurological  Institute  by  the  National 
Advisory  Neurological  Diseases  and  Stroke  Coun- 
cil at  the  September,  1971,  meeting.  This  pro- 
gram has  as  its  long-term  objective  to  determine 
whether  early  intensive  treatment  of  acute  cord 
injuries  will  or  will  not  yield  improvement  in 
the  final  condition  of  patients  compared  to 
those  treated  by  standard  methods  and  to  pro- 
vide for  appropriate  support  of  clinical  and 
basic  research  in  this  field. 

Henry  L.  Heyl,  M.D.,  in  a recent  special  re- 
port and  editorial  (J.  Neurosurg.  36:379-383,  1972) 
documented  information  about  the  four  federal 
programs  devoted  specifically  to  the  care  and 
study  of  spinal  cord  injuries  and  emphasized  the 
need  for  coordination  between  these  agencies  in 
the  optimal  use  of  specific  capability  and  separ- 
ate federal  budgets,  particularly  in  the  planning 
for  regional  spinal  cord  injury  centers.  The  frame- 
work for  the  Southwest  Regional  System  For  the 
Treatment  of  Spinal  Injury,  funded  initially  bv 
SRS,  has  now  been  supplemented  by  an  infusion 
from  NINDS  to  focus  on  the  acute  phases  of 
injury  at  the  Barrow  Neurological  Institute  and 
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this  phase  of  the  work  has  already  been  assisted 
by  MAST  and  will  soon  have  the  further  support 
of  the  newly  created  Division  of  Emergency 
Medical  Services  of  Arizona.  Thus,  this  system  is 
developing  from  cooperative  efforts  of  both  pri- 
vate and  governmental  sectors  in  order  to  pro- 
vide maximal  care  for  spinal  injured  persons. 

The  Barrow  Neurological  Institute  of  St.  Jo- 
seph’s Hospital  and  Medical  Center  serves  as  a 
regional  center  for  the  care  of  neurological  and 
neurosurgical  patients.  An  integral  part  of  a 
major  teaching  hospital,  the  Barrow  Institute  has 
102  beds,  9 neurologists,  14  neurosurgeons,  2 
neuroradiologists,  1 neuropathologist,  and  a neur- 
biological  division  which  includes  a neuroanato- 
mist, neurophysiologist,  neurochemist,  physiolog- 
ical psychologist,  and  biomedical  engineering 
specialists.  Six  neurological  and  nine  neurosurgi- 
cal residents  are  in  training  as  well  as  a number 
of  graduate  students.  Approximately  one-third  of 
the  research  activities  of  the  Division  of  Neuro- 
biology are  presently  directed  to  the  problems  of 
spinal  injuries. 

During  the  seven  months  that  has  elapsed  since 
NINDS  awarded  a feasibility  study  grant  to  the 
Barrow  Neurological  Institute,  a number  of  ele- 
ments have  been  clarified  and  developed.  The 
more  important  ones  are  listed: 

(1)  A detailed  protocol  was  developed  for  pur- 
poses of  information  storage  and  retrieval.  This 
data  is  programmed  for  computer  analysis.  The 
detailed  protocol  is  considered  to  be  essential 
for  both  prospective  and  retrospective  studies, 
particularly  in  view  of  the  involvement  of  multi- 
ple neurosurgeons.  Such  a protocol  needs  to  be 
correlated  with  those  of  other  centers  for  pur- 
poses of  comparative  statistical  analyses. 

(2)  Regularly  scheduled  Spinal  Injury  Confer- 
ences have  created  increased  interest,  knowledge, 
capability,  and  emphasis  on  all  aspects  of  the 
problems  of  spinal  injured  patients  by  a multi- 
disciplinary staff. 

(3)  The  pattern  of  direct  referral  of  spinal  in- 
jured patients  to  any  one  of  the  14  BNI  neuro- 
surgeons is  preferred  in  order  to  establish  the 
earliest  possible  neurosurgical  management  to 
provide  for  the  desired  objectives  of  treatment. 
The  Emergency  Room  also  always  has  a Staff 
and  Resident  neurosurgeon  on  call  and  avail- 
able. The  majority  of  acute  spinal  injuries  in  the 
region  are  admitted  to  the  Barrow  Neurological 
Institute  — 28  patients  during  the  past  seven 
months  between  November  1,  1971,  and  May  31, 


1972.  Appropriate  care  of  associated  injuries  if 
present,  as  well  as  consultation  regarding  re- 
habilitative phases  of  the  spinal  injury,  are  in- 
stituted immediately. 

(4)  Full  utilization  has  been  made  of  the  re- 
sources of  the  Phoenix  and  regional  community, 
particularly  as  part  of  the  Southwest  Regional 
System  For  the  Treatment  of  Spinal  Injury. 

(5)  The  resources  of  the  Barrow  Neurological 
Institute  and  its  parent  institution,  St.  Joseph’s 
Hospital  and  Medical  Center,  have  been  organiz- 
ed in  relationship  to  internal  working  responsi- 
bilities. As  soon  as  the  condition  of  the  patient  is 
stabilized,  he  or  she  is  transferred  to  the  Spinal 
Injury  Service  of  the  Good  Samaritan  Hospital 
Rehabilitation  Institute  to  continue  specialized 
care. 

(6)  In  addition  to  the  documentation  of  infor- 
mation concerning  the  usually  accepted  methods 
of  diagnosis  and  treatment  of  acute  spinal  in- 
juries, the  BNI  staff  is  developing  capability  and 
utilizing,  if  appropriate,  such  techniques  as: 

(a)  evoked  cortical  and  muscular  potential 
studies, 

(b)  improved  genitourinary  care  by  inter- 
mittent catheterizations, 

(c)  spinal  angiography, 

(d)  spinal  cord  cooling,  and 

(e)  hyperbaric  oxygen  therapy. 

(7)  Of  the  28  patients  who  were  treated  for 
acute  spinal  injuries,  1 had  no  neurological  defi- 
cits, 7 had  incomplete  deficits,  6 were  quadrip- 
legic, and  14  were  paraplegic.  13  patients  were 
transferred  to  the  Spinal  Injury  Service  of  the 
Good  Samaritan  Hospital  Rehabilitation  Insti- 
tute after  acute  therapy  had  been  provided,  9 
were  discharged  home,  3 died  during  the  acute 
phases  of  injury,  2 were  transferred  to  the  VA 
Hospital  and  1 to  the  County  Hospital. 

(8)  The  average  length  of  hospitalization  in 
the  Barrow  Neurological  Institute  for  the  care  of 
28  acutely  spinal  injured  persons  was  18.8  days. 
The  average  daily  hospital  cost  for  these  patients 
was  $180. 

In  conclusion,  although  the  feasibility  study  of 
the  Barrow  Neurological  Institute  team  has  not 
been  completed,  it  is  almost  certain  to  conclude 
that  a national  network  of  acute  spinal  cord  in- 
jury clinical  research  centers  is  advisable  if  each 
system  includes  appropriate  specialists  and  fa- 
cilities, and  a continuum  of  expert  care  leading 
to  early  independence  of  the  spinal  injured  per- 
son. 
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Filling  in  the  missing  facts  of  history  is  more 
self  rewarding  than  solving  a “who-dun-it”.  The 
lives  of  the  pioneer  women  physicians  of  Arizona 
Territory  required  a great  deal  of  searching.  As  a 
matter  of  fact  much  more  research  should  be 
done  before  the  history  puzzle  is  completed  or 
given  up  as  a lost  cause.  Until  fairly  recently,  all 
over  the  United  States  women  physicians’  edu- 
cation was  ignored,  and  most  were  termed  “mere 
mid-wives,”  at  best  not  a complimentary  term. 

Fortunately,  at  least  for  this  hysterical  histor- 
ian, four  of  Arizona’s  women  pioneer  physicians 
were  graduates  of  The  Female  Medical  College 
of  Pennsylvania,  later  changed  to  The  Women’s 
Medical  College  of  Pennsylvania,  now  The  Medi- 
cal College  of  Pennsylvania.  Thus  some  of  the 
material  on  these  physicians  was  easily  obtain- 
able. 

During  an  era  when  internships  were  not  re- 
quired and  rarely  taken,  two  of  the  four  listed 
graduates  served  a year’s  internship  at  Woman’s 
Hospital  in  Philadelphia. 

Mary  H.  McKee,  M.D.,  was  the  first  Arizona 
woman  to  be  named  (1890)  in  Polk’s  Medical  and 
Surgical  Register  of  the  United  States.  She  grad- 
uated in  1889,  spent  a year  as  an  intern,  and  for 
nine  years  was  a physician  for  the  Navajo  and 
Hopi  Indians  at  Kearns  Canyon.  (Population  at 
that  period  was  25  non-Indians.)  Finding  the 
needs  of  the  Indians  so  desperate,  she  devoted 
all  the  remaining  32  years  of  her  professional 
life  in  the  Indian  Service. 

For  three  and  one  half  years  (May,  1890  to  Oc- 
tober, 1904)  she  practiced  at  the  Coville  Agency 
in  Washington.  In  November,  1904  she  went 
back  to  her  alma  mater  and  took  a six  months 
post  graduate  course.  For  27  years  she  practiced 
at  Fort  Berthold  Agency,  Elbowoods,  North  Da- 
kota. Approximately  ten  years  before  her  retire- 


ment she  had  the  pleasure  of  working  in  a gov- 
ernment hospital  constructed  for  her  use.  This 
modernized  hospital  was  a huge  help  to  her  in 
caring  for  the  four  tribes  of  the  reservation. 
(Records  of  her  27  years  of  service  were  given 
to  a retired  doctor,  and  so  far  have  been  un- 
available to  this  writer.) 

Because  of  her  age  and  poor  eyesight,  Dr.  Mc- 
kee  was  forced  to  retire.  She  died  in  Philadelphia 
at  the  age  of  82. 

About  the  same  year,  (1872),  that  Dr.  D.  W. 
Yandell  made  his  A.M.A.  Presidential  speech  be- 
littling women  physicians  by  suggesting  that  they 
“get  married  — if  they  can  — or  turn  lecturers  or 
to  some  lucrative  employment,”  Dr.  Anna  M. 
Longshore-Potts,  one  of  the  first  three  graduates 


Anna  M.  Longshore-Potts,  M.D. 
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(1851),  decided  to  become  an  internationally 
known  lecturer.  In  fact,  she  made  a fortune  as  a 
physician,  authoress  and  lecturer  and  spoke  be- 


Jennie  Hilebrand,  M.D. 

fore  large  audiences  in  Australia,  New  Zealand, 
Tasmania,  India,  Ceylon,  Great  Britain  and  the 
United  States. 

Before  entering  her  lecturing  career,  Dr.  Long- 
shore-Potts  practiced  medicine  in  Pennsylvania, 
Illinois  and  Michigan. 

In  1891  she  moved  to  Tucson  and  probably 
started  writing  the  two  books,  Discourses  to 
Women  on  Medical  Subjects  (1897)  and  Love, 
Courtship,  and  Marriage  (no  date),  which  she 
authored.  As  in  most  places  throughout  the 
United  States,  Tucson’s  male  physicians  of  that 
era  were  unkind  to  women  physicians,  and  there- 
fore this  talented  doctor  moved  to  California, 
where  she  died  (1912)  at  the  age  of  84. 

Dr.  Jennie  Hilebrand  was  the  first  graduate 
(1870)  to  practice  in  Arizona.  She  hung  up  her 
shingle  in  1882,  but  she  didn’t  tarry  long  and 
moved  to  San  Francisco,  where  she  died  in  1905. 


Elizabeth  Ryland  Snyder,  M.D.,  was  a descen- 
ded of  one  of  the  oldest  families  of  Philadelphia. 
Her  English  ancestors  were  with  William  Penn 
in  Holland  and  later  migrated  to  Philadelphia. 
With  a background  of  helping  others,  it  was  only 
natural  that  this  good  Quaker-bred  lady  should 
take  up  the  most  difficult  of  professions.  She  had 
two  years  internship,  one  at  Woman’s  Hospital, 
and  one  at  General  Hospital. 

Like  Dr.  Mary  McKee,  she  enjoyed  working 
among  the  Indians.  She  started  practice  in  Coco- 
nino County  in  1895,  registered  her  diploma  for 
an  Arizona  License  in  Kingman  (1904)  and  was 
issued  license  number  252.  Dr.  Snyder  was  a 
member  of  the  Pennsylvania  Medical  Society  and 
the  American  Medical  Association.  She  died  in 
California  March  31,  1945  at  the  age  of  88. 

Arizona’s  60  years  of  statehood  has  brought 
many  changes.  The  citizens  of  Arizona  still  have 
bandits  and  bullets,  but  transportation  has  chang- 
ed from  buggies  to  automobiles,  to  747’s.  Added 
to  this  the  University  of  Arizona  Medical  College 
has  issued  diplomas  to  five  women,  about  one 
sixth  of  the  number  of  territorial  women  physi- 
cians. 


Elizabeth  Ryland  Snyder,  M.D. 
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Prompt  relief  of  pain  is  a lot  of  what  the  practice  of 
medicine  is  all  about... East  or  West. 

In  much  of  the  Far  East,  the  analgesic  efficacy  of 
Empirin®  Compound  with  Codeine  woidd  prob- 
ably be  measured  against  acupuncture,  an  ancient 
and  traditional  therapeutic  system. 

In  America,  codeine  sets  such  a high  standard 
for  oral  analgesia,  that  it  has  become  a criterion  in 
terms  of  which  other  major  oral  analgesics  are  most 
often  measured. 

Synthetic  and  other  oral  analgesics  may 
offer  some  of  the  properties  of  codeine,  but 
not  one  can  provide  both  its  benefits 
and  potency.  And  codeine  provides 
an  antitussive  bonus. 

Empirin  Compound  with  Codeine 

is  the  most  widely  used, 
and  probably  the  most 
pharmaceutically  ele- 
gant analgesic  prepara- 
tion providing  codeine. 

It’s  the  time-tested  combi- 
nation for  predictable  pain 
relief  . . . whether  the  pain  is 
visceral  or  musculoskeletal; 
acute  or  chronic. 

((HI  New  prescription  flexibility.  At  your  dis- 
cretion, and  where  state  law  permits,  a pre- 
scription for  Empirin  Compound  with 
Codeine  may  now  be  refilled  up  to  five 
times  in  six  months. 

Empirin  Compound  with  Codeine 
No.  3 contains  codeine  phosphate* 

( 32.4  mg.)  gr.  i/2.  No.  4 contains  codeine 
phosphate*  (64.8  mg.)  gr.  1.  * (Warning- 
may  be  habit-forming.)  Each  tablet  also 

contains:  aspirin 
gr.  31/2,  phen- 
acetin  gr. 

21/2,  caf- 
feine gr.  1/2 . 

Bottles  of 
100  and  10 


I But  for  relief  of 

DMPOUND  c 

ODEINE 

Burroughs  Wellcome  Co.,  Research  Triangle  Park,  North  Carolina  27709 
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(Tucson);  Dermont  W.  Melick,  M.D.  (Tucson);  William 

F.  Sheeley,  M.D.  (Phoenix);  David  D.  Smith  M.D.  (Flag- 
staff); David  C.  H.  Sun.  M.D.  (Phoenix);  Ashton  B.  Taylor, 
M.D.  (Phoenix'*;  Ceril  C.  Vaughn,  M.D.  (Phoenix);  Albert 

G.  Wagner,  M.D.  (Phoenix). 

OCCUPATIONAL  HEALTH  COMMITTEE:  Joseph  M.  Hughes, 
M.D.,  Chairman  (Phoenix);  Floyd  K.  Berk,  M.D.  (Tucson); 
Allen  I.  Cohen  M.D.  (Phoenix);  Sheldon  Davidson,  M.D. 
(Phoenix);  N.  A.  Ehrmann.  M.D.  (Kearny);  Robert  B.  Leon- 
ard, M.D.  (Phoenix);  Alfred  F.  Miller.  M.D.  (Phoenix); 
Kent  L.  Pomeroy,  M.D.  (Phoen:x);  Florian  P.  Rabe  M.D. 
(Scottsdale);  Eugene  J.  Ryan,  M.D.  (Phoenix);  Sidney  L. 
Stovall  M.D.  (Phoenix);  William  C.  Trier,  M.D.  (Tucson); 
Maier  I.  Tuchler,  M.D.  (Phoenix). 
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MEMBERS  ARE  URGED  TO  BRING  MATTERS  OF  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 

AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Donald  K. 
Buffmire,  M.D.  Chairman  (Phoenix);  Harry  C.  Smith,  M.D. 
(Douglas);  George  H.  Mertz,  M.D.  (Phoenix);  Jack  I.  Mow- 
rey,  M.D.  (McNary);  James  T.  O’Neil,  M.D.  (Casa  Grande); 
John  R.  Schwartzmann,  M.D.  (Tucson). 

PROFESSIONAL  COMMITTEE:  Albert  G.  Wagner,  M.D.,  Chair- 
man (Phoenix);  Robert  J.  Antos,  M.D.  (Phoenix);  Charles  D. 
Connor,  M.D.  (Phoenix);  Robert  I.  Cutes,  M.D.  (Tucson); 
Robert  S.  Ganelin,  M.D.  (Phoenix);  Joseph  W.  Hanss,  M.D. 
(Phoenix);  George  T.  Hoffmann,  M.D.  (Phoenix);  Harold  W. 
Kohl,  Jr.,  M.D.  (Tucson);  Laurence  M.  Linkner,  M.D.  (Phoe- 
nix); William  G.  Payne,  M.D.  (Tempe);  Hermann  S.  Rhu, 
Jr.,  M.D.  (Tucson);  Donald  F.  Schaller,  M.D.  (Phoenix); 
George  A.  Spendlove,  M.D.  (Phoenix);  Neil  O.  Ward,  M.D. 
(Phoenix). 

PUBLIC  RELATIONS  COMMITTEE:  Morton  S.  Thomas,  III, 
M.D.,  Chairman  (Wickenburg);  Robert  W.  Brazie,  M.D. 
(Scottsdale);  Donald  E.  Clark,  M.D.  (Tucson);  Richard  L. 
Jones,  M.D.  (Tempe);  Don  V.  Langston,  M.D.  (Phoenix); 
Charles  M.  Lofdahl,  M.D.  (Phoenix);  William  W.  McKinley, 
Jr.,  M.D.  (Bisbee);  William  C.  Scott,  M.D.  (Tucson);  Selma 
E.  Targovnick,  M.D.  (Phoenix);  Jack  H.  Wilson,  M.D. 
(Phoenix). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Wilfred  M.  Potter, 

M.D.,  Chairman  (Scottsdale);  William  E.  Bishop,  M.D. 
(Globe);  W.  Scott  Chisholm,  Jr.,  M.D.  (Phoenix);  William  G. 
Payne,  M.D.  (Tempe);  Milton  S.  Dworin,  M.D.  (Tucson); 
Vincent  A.  Fulginiti,  M.D.  (Tucson);  T.  Richard  Gregory, 
M.D.  (Phoenix);  Thomas  F.  Hartley,  M.D.  (Scottsdale); 
Thomas  Henry,  M.D.  (Flagstaff);  James  M.  Hurley,  M.D. 
(Phoenix);  Mark  M.  Kartchner,  M.D.  (Tucson);  Eugene  Leib- 
sohn,  M.D.  (Phoenix);  Philip  Levy,  M.D.  (Phoenix);  J.  Frank 
Martin,  M.D.  (Yuma);  John  E.  Oakley,  M.D.  (Prescott); 
Neopito  L.  Robles,  M.D.  (Tucson);  W.  David  Rummel,  M.D. 
(Prescott);  W.  A.  Susong,  M.D.  (Phoenix);  Luis  S.  Tan,  M.D. 
(Phoenix);  Oscar  A.  Thorup,  Jr.,  M.D.  (Tucson);  Joseph  C. 
White,  Jr.,  M.D.  (Phoenix);  J.  Garland  Wood,  Jr.,  M.D. 
(Flagstaff);  Donald  Ziehm,  M.D.  (Phoenix). 


COUNTY  MEDICAL  SOCIETY  OFFICERS,  1972-73 

APACHE:  Jack  I.  Mowrey,  M.D.,  President,  P.O.  Box  887,  Lake- 
side, 85929;  Arnold  H.  Dysterheft,  M.D.,  Secretary,  P.O. 
Box  887,  Lakeside  85029. 

COCHISE:  John  Blaisdell,  M.D.,  President,  Box  1674,  Sierra 
Vista  85635;  Edward  H.  Vogel,  M.D.,  Secretary,  11  N. 
Canyon  Dr.,  Sierra  Vista  85635. 

COCONINO:  John  W.  Vosskuhler,  M.D.,  President,  1355  N. 
Beaver,  Flagstaff  86001;  William  J.  Austin,  M.D.,  Secre- 
tary, 1355  N.  Beaver,  Flagstaff  86001. 

GILA:  David  B.  Gilbert,  M.D.,  President,  Physician’s  & Surgeons 
Clinic,  Payson  85541;  Thomas  B.  Jarvis,  M.D.,  703  Ash 
Street,  Globe  85501. 

GRAHAM:  Bruce  N.  Curtis,  M.D.,  President,  618  Central,  Saf- 
ford  85546;  Dennis  C.  Hess,  M.D.,  503-5th  Avenue,  Saf- 
ford  85546. 

GREENLEE:  Lynn  Hilbun,  M.D.,  President,  Rt.  1,  Box  314, 
Morenci  88540;  J.  Deibert  Miller,  M.D.,  Secretary,  Morenci 
Hospital,  Morenci  85540. 

MARICOPA:  Patrick  P.  Moraca,  M.D.,  President;  Max  L.  Wertz, 
M.D.,  Secretary. 

(Society  address:  2025  North  Central  Avenue,  Phoenix  85004) 
MOHAVE:  Eugene  Rounseville,  M.D.,  President,  Mohave  General 
Hospital,  Kingman  86401;  Earl  Gilbert,  M.D.,  Secretary, 
Mohave  Co.  General  Hospital,  Kingman  86401. 

NAVAJO:  Howard  L.  Roberts,  Jr.,  M.D.,  President,  Box  AC, 
Snowflake  85037;  William  R.  Engvall,  M.D.,  Secretary, 
1500  Williamson  Ave.,  Winslow  86047. 

PIMA:  Richard  L.  Dexter,  M.D.,  President;  George  W.  King, 
M.D.,  Secretary. 

(Society  Address:  2555  East  Adams  Street,  Tucson) 

PINAL:  Robert  P.  Brower,  M.D.,  President,  San  Manuel  Hos- 
pital, San  Manuel,  85631;  James  M.  Wagoner,  M.D.,  Secre- 
tary, 1023  E.  Florence  Blvd.,  Casa  Grande  8.5222. 

SANTA  CRUZ:  Zenas  B.  Noon,  M.D.,  President,  Gebler  Bldg., 
Nogales  85621;  Charles  S.  Smith,  M.D.,  Secretary,  P.O.  Box 
1382,  Nogales  85621. 

YAVAPAI:  Dallas  C.  Allred,  M.D.,  President,  120  Grove  Ave., 
Prescott  86301;  J.  B.  McNally,  M.D.,  Secretary,  434  West 
Gurley,  Prescott  86301. 

YUMA:  H.  D.  Bryan,  M.D.,  President,  2244  S.  Avenue  A.,  Yuma 
85364;  Henry  R.  Meyer,  M.D.,  Secretary,  601  S.  5th  Ave., 
Yuma  85364. 


WOMAN’S  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION  1972-73 

PRESIDENT  Mrs.  Charles  I.  Fisher  (Peggy) 

352  West  Berridge  Lane,  Phoenix  85013 

PRESIDENT-ELECT  Mrs.  Thomas  Jarvis  (Barbara) 

1266  Skyline  Drive,  Globe  85501 

1st  VICE-PRESIDENT  Mrs.  Albert  J.  Ochsner  II  (Jo) 

630  East  26th  Place,  Yuma  85364 

2nd  VICE-PRESIDENT  Mrs.  Raymond  Vaaler  (Ann) 

3624  North  54th  Court,  Phoenix  85018 

RECORDING  SECY  Mrs.  Warren  S.  Williams  (Pete) 

Route  5,  Box  893,  Tucson  85718 

TREASURER  Mrs.  Robert  Hancock  (Elvera) 

1004  West  Palo  Verde  Drive,  Phoenix  85013 

DIRECTOR:  1971-73  Mrs.  Carl  Shrader,  Jr.  (Ginny) 

1615  Aztec,.  Flagstaff  86001 

DIRECTOR:  1972-73  Mrs.  Charles  Henderson  (Nancy) 

5948  North  14th  Place,  Phoenix  85014 

DIRECTOR:  1972-74  Mrs.  Howard  Kimball  (Ella) 

414  West  Northview  Avenue,  Phoenix  85021 

CHAPLAIN  Mrs.  James  Fuzzell  (Beverly) 

615  West  Lawrence  Road,  Phoenix  85013 

CORRESPONDING  SECY  Mrs.  Thomas  Edwards  (Dottie) 

7033  N.  13th  Street,  Phoenix  85020 

HISTORIAN  Mrs.  Melvin  Phillips  (Jean) 

111  West  Palmdale,  Tempe  85281  ■ 

PARLIAMENTARIAN  Mrs.  W.  Scott  Chisholm  (Jeanne) 

613  East  Vista  Avenue,  Phoenix  85020 


COUNTY  AUXILIARY  PRESIDENTS 

Coconino:  Mrs.  William  Austin  (Aliene) 

496  Philomeno,  Flagstaff  86001 
Gila:  Mrs.  Lawrence  Bailey  (Mary  Ann) 

703  Oak,  Globe  85501 
Maricopa:  Mrs.  William  Robey  (Barbara) 

Box  597,  Litchfield  Park  85340 
Pima:  Mrs.  Ruben  Acosta  (Mary) 

85  Sierra  Vista  Drive,  Tucson  85719 
Yavapai:  Mrs.  Ben  Whitman  (Alberta) 

Box  22,  VA  Center,  Prescott  86301 
Yuma:  Mrs.  William  Phillips  (Helen) 

633  8th  Avenue,  Yuma  85364 

CHAIRMAN  OF  STANDING  AND  SPECIAL  COMMITTEES 
1972-73 


AMA-ERF  Mrs.  William  Bishop  (Marion) 

211  South  Third,  Globe  85501 

BYLAWS  Mrs.  Lawrence  Bailey  (Mary  Ann) 

703  Oak,  Globe  85501 


COMMUNITY  HEALTH  EDUC Mrs.  Fred  Jensen  (Alice) 

310  East  McLellan  Road,  Phoenix  85012 
COMMUNITY  HEALTH  SERV.  . .Mrs.  Thomas  Hartley  (Martha) 
5600  East  Indian  Bend,  Scottsdale  85253 

CONVENTION  Mrs.  Ray  Fife  (Ruth) 

6315  North  20th  Street,  Phoenix  85016 

FINANCE  Mrs.  Albert  Wagner  (Helen) 

3216  E.  Meadowbrook  Avenue,  Phoenix  85018 

GEMS  Mrs.  Jerry  Wetherell  (Helen) 

7029  North  2nd  Drive,  Phoenix  85021 

HAMER  EDUC.  LOAN  FUND Mrs.  Alvin  Swenson  (Vicki) 

5250  Bartlett  Circle,  Phoenix  85016 

HEALTH  CAREERS  Mrs.  Dennis  E.  Weiland  (Jeanne) 

5826  N.  Monte  Vista  Drive,  Scottsdale  85253 

HOSTESS  Mrs.  Lewis  Winter  (Jean) 

1714  East  Rose  Lane,  Phoenix  85016 

INTERNATIONAL  HEALTH  Mrs,  Luis  Tan  (Mary  Jo) 

3510  East  Nita  Road,  Paradise  Valley  85253 

LEGISLATION  Mrs.  Thomas  Taber,  Sr.  (Dorothy) 

1919  East  Rovey  Circle,  Phoenix  85016 

TEMPE,  MESA,  CHANDLER  LIAISON  

Mrs.  John  Hanigsberg  (Barbara) 
1610  East  Donner  Street,  Tempe  85282 
ORGANIZATION  & MEMBERSHIP.  . . .Mrs.  Albert  Ochsner  (Jo) 
630  East  26th  Place,  Yuma  85364 
PROCEDURES  & GUIDELINES ..  Mrs.  Robert  Price  (Dorothy) 
163  West  Myrtle  Avenue,  Phoenix  85021 

PROGRAM  Mrs.  Raymond  Vaaler  (Ann) 

3624  North  54th  Court,  Phoenix  85018 

PUBLICATIONS  Mrs.  Robert  McCarver  (Betty) 

6530'  North  61st  Street,  Paradise  Valley  85253 

PUBLIC  RELATIONS  Mrs.  James  Grobe  (June) 

136  East  Desert  Park  Lane,  Phoenix  85013 

REPORTS  Mrs-  Charles  Kalil  (Ylma) 

1300  East  Missouri  Avenue,  Phoenix  85014 

WASAMA  Mrs.  John  Hayes  (Shirlee) 

717  West  El  Camino,  Phoenix  85021 


ARIZONA  MEDICINE  731 


Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 

When  it’s  mandatory  to  keep  the  post- 
coronary patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  b.  i.  d.  to  q.  i.  d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 

states,  the  10-mg  tabl^%ften  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 
Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery.  ¥T 

VallUm  (diazepam) 

Fbr  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  ten- 
sion, anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  symp- 
tomatic relief  of  acute  agitation,  tremor, 
delirium,  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy) . 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 
increase  in  frequency  and/  or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating) . 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to  2Vz 
mg,  1 or  2 times  daily  initially,  increasing 
as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2Vz  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months) . 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
100  and  500.  All  strengths  also  available 
in  Tel-E-Dose®  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  In 

Nutley,  N.J.  07110 


We  started  with  a resort! 


So  patients  have  everything  they  need.  Quiet.  Serenity.  Swimming 
and  relaxing  under  year  ’round  sunshine.  In  the  Valley  of  the  Sun,  one 
of  the  finest  resort  areas. 

The  private  practice  psychiatrist  has  everything  he  needs,  too. 

Including  a highly  competent  psychiatric  team  to  render 
personalized  care  to  his  patient.  Nursing  and  therapy  staffing, 
one  to  one.  Experience  in  treating  the  entire  spectrum  of  mental 
disorders,  including  specific  programs  for  the  young  adult,  the 
alcoholic  patient  and  the  drug  abuser. 

0arpeIback  Hospital 

An  instrument  for  healing ” 5055  North  34th  Street,  Phoenix,  Arizona  85018  • (602)  955-6200 


A LEASE  FOR  ALL  REASONS 


Why  lease? 

Courtesy  has  some  good  reasons: 
leasing  requires  no  investment,  it’s 
more  flexible,  lets  you  enjoy  the  advan- 
tages of  car  ownership  without  the 
disadvantages. 

Courtesy  leases  any  make  or  model, 
plus  a complete  line  of  Chevrolets. 
Everything  from  pick-ups,  to  4-wheel 
drive  vehicles,  or  the  personalized  car 


of  your  choice.  Whether  you’re  headed 
for  the  hills,  need  something  for  busi- 
ness use,  for  the  wife,  or  the  kids, 
Courtesy  has  a convenient,  economical 
lease,  for  all  reasons  . . . 


CoutiteAtf 

LEASING,  INC. 

1233  East  Camelback  Road  279-3232 
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Never  before 

so  much  for  so  little. 

You  couldn’t  get  insurance  coverage  this  extensive  on  your  own. 
And,  even  if  you  could,  you  couldn’t  get  it  for  so  little. 

These  6 plans  were  specially  created  for  the  medical  profession 
under  the  auspices  of  the  Arizona  Medical  Association  as  a 
unique  membership  service. 

Rates  are  extremely  low  because  of  group 
economies.  Claim  processing  is  simple  and 
fast  because  all  plans  are  under  a single 
administrator. 

So  why  settle  for  less  coverage  when  you  can 
get  so  much  for  so  little. 

For  more  information,  contact: 

CHARLES  A.  de  LEEUW  AND  ASSOC.  Phoenix,  Arizona  85012 
3424  North  Central  Avenue  Phone:  248-8500 


mm . 


Eugene  R.  Aimer,  M.D. 

Otto  L.  Bendheim,  M.D. 

Paul  M.  Bindelglas,  M.D. 

T.  Richard  Gregory,  M.D. 
Jacob  D.  Hoogerbeets,  M.D, 
Thomas  F.  Kruchek,  M.D. 
Harold  E.  McNeely,  Ph.D. 
Fred  C.  Merkling,  M.D. 
Sanford  H.  Meyers,  M.D. 
George  A.  Peabody,  M.D. 
Stanford  E.  Perlman,  Ph.D. 
George  G.  Saravia,  M.D. 
Jerome  F.  Szymanski,  M.D. 
Floyd  L.  Templeton,  M.D. 


general  psychiatry  and  neurology 
chi  Id  p sychia  try 
psycho ' 
clinical  psychology 

and  family  counselling 


Utedicai  Center  Of-fay  and  Clinical  Xaforaterif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY 
PORTABLE  X-RAY  AND  E.K.G.  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 
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Air  Evac  can  be  ordered  by  any 
physician  to  any  place  to 
transport  a patient  to  any  other 
place.  Call  the  very  hot  line, 
(602)  254-7150,  Phoenix,  Arizona. 


SR 

^ SAMARITAN  HEALTH  SERVICE^ 


YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


not  have  it 
laminated? 


it  will  last  a lifetime.... 

THE  PLAQUE  SHOP 


Wood  plaques  — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE* 
SCOTTSDALE,  ARIZONA  *5251  * 
(602)  945-933* 


“ Your  dinner  was 
perfect —from  soup 
to  * DicarhosiV 

DicarbosiS. 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


ARIZONA  MEDICINE 


SOMETHING 

BETTER 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 


The  Arizona  Medical  Association  has 
taken  an  important  step  toward 
something  better:  a Professional  Liability 
Insurance  Program  designed  especially 
for  its  members  by  The  T ravelers 
Insurance  Companies. 

With  the  Association-sponsored 
Program,  you  get  better  coverage, 
better  limits,  better  cost,  better  claim 
settlement  cooperation,  and  better 
market  stability. 

Your  membership  in  the  Association 
entitles  you  to  better  benefits.  Take 
advantage  of  the  opportunities  your 
membership  offers.  Contact  one  of  these 
official  representatives  nearest  you  for 
full  details: 


Phoenix  and  Northern  Arizona 

Burns-Harrelson-Burns 
5045  North  12th  Street 
Phoenix  85014 
Phone  266-4411 


Tucson  and  Southern  Arizona 

Patzman-Allen-Lamb  & Associates 
3964  East  Pima 
Tucson  85712 
Phone  327-5981 

Do  it  today! 


TRAVELERS  Insurance  Compar 

HARTFORD.  CONNECTICUT 


The 


To  bill  a patient  or  check  an  account, 
all  you  have  to  do  is  open  your  mouth. 


No  more  ledgers  to  keep.  No  more 
bills  or  statements  to  type.  Now  all  you 
have  to  do  to  do  the  billing  is  open 
your  mouth. 

It's  a foolproof  medical  billing  sys- 
tem called  VOICE.  Valley  Bank’s  On- 
Line  Information  Center.  And  here’s 
how  it  works. 

Using  your  touch-tone  telephone,  you  call  in  daily 
or  weekly  billing  information.  Then  the  information 
is  read  back  to  you  as  a double-check.  That’s  it. 


The  bills  are  prepared  and  sent  out 
without  you  lifting  a finger. 

Forget  about  mistakes.  With  VOICE 
doing  all  the  computations  as  well  as 
helping  you  double-check  billing  infor- 
mation, there  just  isn’t  very  much  possi- 
bility for  error. 

We’ll  be  delighted  to  demonstrate 
VOICE  right  in  your  office.  Just  call  261-1665 
in  Phoenix  or  792-7370  in  Tucson.  And  ask  for 
VOICE. 


Valley  Bank 


Business  Systems  Division 


~\ 


PUT  and  CALL  OPTIONS 

Guidance  for  writers  and  traders 

Informative  booklet  available  free 

Contact  Myron  Shogren  or  Phil  Merkatz 


ROBERTS,  SCOTT  & CO., INC. 

MEMBERS  NEW  YORK.  AMERICAN  AND  PACIFIC  COAST 
STOCK  EXCHANGES  • CHICAGO  BOARO  OF  TRADE 


55  W.  Clarendon,  Phoenix  85013 


Phone  264-441 1 


V. 


NAME 


ADDRESS 


CITY  STATE 


BUS.  PHONE  HOME  PHONE 


ARIZONA  MEDICINE  739 


Classified 


Medical  Transcription 
For  Physicians  and 
Hospitals 


MULLEN  MEDICAL  SERVICE 

4445  North  36th  Street 
Phoenix,  Arizona  @5018 
Telephone  (602)  955-0763 


SEEKING  LOCATION 

Going  on  a trip  or  to  study?  Out  of  State  doctor 
and  wife  will  occupy  your  Tucson  home  for 
protection  while  you  are  away.  December  to 
April  or  arrange.  Write  Box  9,  Arizona  Medical 
Association,  810  W.  Bethany  Home  Rd.,  Phoe- 
nix, AZ  8501  3. 


DANNY  T.  SHIVER? 
INSURANCE 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 702 
100  W.  Clarendon  — Phoenix 
Telephone  263-8526 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.f  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  327-7471 

At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


LOCUM  TENENS 

Physician  available  for  locum  tenens,  Scotts- 
dale, Mesa,  Tempe,  Phoenix  areas  in  general 
or  internal  medicine.  Contact  Box  15,  Arizona 
Medical  Association,  810  W.  Bethany  Home 
Rd.,  Phoenix,  AZ  85013  or  telephone  948- 
0437. 


SEEKING  LOCATION 

OBG  certified,  34,  married  4 children,  no  mili- 
tary obligation;  FACOG,  5 years  residency  plus 
4 years  on  full-time  university  teaching  staff. 
Chief  Family  Planning  Project,  experienced  in 
all  aspects  of  F.P.  including  terminations  of 
pregnancy  and  laparoscopic  tubals  interested 
in  starting  or  directing  a comprehensive  Family 
Planning  Unit  of  OG-GYN  dept.  — teaching 
responsibility  is  a plus.  Write  Box  13,  Arizona 
Medical  Association,  810  W.  Bethany  Home 
Rd.,  Phoenix,  AZ  85013. 


PHYSICIANS  NEEDED 

Family  practitioners  or  other  primary  physicians 
for  teaching  program  in  family  practice;  one  to 
head  up  University  Hospital  emergency  unit; 
one  to  head  up  model  family  practice  unit. 
Qualifications:  imagination  and  interest  in 

teaching.  Faculty  appointment,  adequate  salary 
and  benefits.  Write,  Herbert  K.  Abrams,  M.D., 
Professor  and  Head,  Dept,  of  Family  and  Com- 
munity Medicine,  College  of  Medicine,  Univer- 
sity of  Arizona,  Tucson,  AZ  85724. 
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Pharmacy  Directory 


WE  BIND  YOUR 
PERIODICALS 


Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$6.50  per  volume,  including  name  imprint. 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 


ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 


WEBSTER 

DICTIONARIES 

Library  size,  1971  edition,  brand  new,  still  in 
box.  Cost  new:  $45.00 

Will  Sell  for  $15 

Deduct  1 0%  on  orders  of  6 or  more. 


Mail  to 

NORTH  AMERICAN 
LIQUIDATORS 

1450  Niagara  Falls  Blvd. 

Dept.  T-69 

Tonawanda,  New  York  14150 

C.O.D.  orders  enclose  $1.00  good  will  deposit.  Pay  balance 
plus  C.O.D.  shipping  on  delivery.  Be  satisfied  on  inspection 
or  return  within  10  days  for  full  refund.  No  dealers,  each 
volume  specifically  stamped  not  for  resale. 

Please  add  $1.25  postage  and  handling.  New  York  State 
residnets  add  applicable  sales  tax. 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 


Next  to  the  1 st  National  Bank 


IF  BUSY  CALL  232-1 573 

Sute  ?920” 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 
THE  jfeSSS  STORE 


2303  N.  7th  ST. 

DON  BRISCOE  - PHARMACIST 
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Future 

Medical  Meetings 


A SYMPOSIUM  TO  ESTABLISH  DIAGNOSTIC 
CRITERIA  FOR  COCCIDIOIDOMYCOSIS 

September  23-24,  1972 
Superstition  Inn 
Apache  Junction,  Arizona 

SPONSOR:  Arizona  Thoracic  Society 

CONTACT 

John  L.  Friedman,  M.D.,  Program  Director 
Arizona  Thoracic  Society 
1239  East  McDowell  Road 
Phoenix,  AZ  85006 

Approved  for  1 1 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SEMINAR  ON  THE  URINARY  TRACT 
- RADIOLOGY  - 

November  11,1 972 
8:30-5:30 

Maricopa  County  General  Hospital 
Maricopa  Conference  Room 
Phoenix,  Arizona 

SPONSOR:  Maricopa  County  General  Hospital 

CONTACT: 

Marcy  Sussman,  M.D. 

2601  E.  Roosevelt  St. 

Phoenix,  AZ  85008 

Approved  for  8 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


DISPENSERS  OF  SOCIO-MEDICAL  SERVICES 
WE/RE  HUMAN  TOO 

September  27-29,  1972 
RAMADA  INN 
Phoenix,  AZ 

SPONSOR:  Arizona  State  Department  of  Health 
CONTACT 

Bea  Moore,  PHN  Consultant 
Arizona  State  Dept,  of  Health 
1624  W.  Adams 
Phoenix,  AZ  85007 

Approved  for  17  elective  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


VECTORCARDIOGRAPHY 
A WORKSHOP 

October  11-13,  1972 
Mountain  Shadows  Resort  Hotel 
Scottsdale,  Arizona 

SPONSOR:  The  American  College  of  Cardiology 

The  Institute  for  Cardiovascular  Diseases,  Good  Samaritan 
Hospital,  Alberto  Benchimol,  M.D.,  Director 

CONTACT 

Miss  Mary  Anne  Mclnerny,  Director 
Dept,  of  Continuing  Education  Programs 
American  College  of  Cardiology 
9650  Rockville  Pike 
Bethesda  Baryland  20014 


ARIZONA  ACADEMY  OF  FAMILY  PHYSICIANS 

October  25-28,  1972 
Holiday  Inn 

Guadalajara,  Jalisco,  Mexico 

SPONSOR:  Arizona  Academy  of  Family  Physicians 

CONTACT 

Mrs.  June  Boykin,  Executive  Secretary 
Arizona  Academy  of  Family  Physicians 
3627  N.  60th  Street 
Scottsdale,  AZ  85251 

Approved  for  14  prescribed  credit  hours  for  AAFP,  ArMA  and 
AMA's  Physician  Recognition  award. 


PULMONARY  DISEASES 

4th  Friday  of  Each  Month 

SPONSOR:  Arizona  Regional  Medical  Program  & Veterans 
Administration. 

CONTACT: 

F.  C.  Lepperd,  Jr.,  M.D. 

Veteran  Administration  Center 
Prescott,  AZ 

Approved  for  72  required  hours  toward  the  ArMA  Certificate 
In  Continuing  Medical  Education. 
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STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE 
OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 
announces  an  interdepartmental  course  on 

INTENSIVE  CARE 

October  30,  31,  November  1, 2,  3,  1972 


The  five-day  course,  which  includes  lectures  and  practical  demonstrations,  is  designed  to  review  in 
detail  the  practical  aspects  of  the  management  of  the  critically  ill  patient.  The  course  content  and  the 
presentations  have  been  developed  to  meet  the  needs  of  practicing  physicians  and  surgeons. 

COURSE  OUTLINE 

Resuscitation;  Impending  myocardial  infarction  and  the  prevention  of  sudden  death;  Management 
of  arrhythmias;  Conduction  disorders  and  pacing. 

Respiratory  failure:  Part  1,  Pathophysiology;  Part  II,  Manifestations.  Controlled  oxygen  therapy, 
assisted  and  controlled  ventilation;  Part  III,  Management  of  reversible  factors;  Thromboembolism. 

Acute  renal  failure;  Hyper-  and  hypokalemia,-  Diabetic  ketoacidosis  and  hyperosmolar  coma; 
Adrenal  crisis. 

Mechanisms  of  hemostasis;  Management  of  hereditary  disorders  of  coagulation;  Disseminated 
intravascular  coagulation;  Transfusion  of  blood  and  its  components. 

Gram-negative  sepsis;  Oncologic  emergencies;  Cerebral  death;  Infections  in  the  compromised  host. 


Elective  Sessions 

EKG  workshop;  Computerized  monitoring;  Pacemaker  workshop;  Technique  of  coronary  arteriography; 
Treadmill  electrocardiography;  Techniques  of  indwelling  arterial  and  venous  lines;  Echocardiography  in 
cardiac  emergencies;  Myocardial  revascularization,-  Technique  of  coronary  arteriography. 

Pulmonary  function  testing  and  arterial  puncture;  Use  of  mechanical  ventilators;  Respiratory  distress 
in  the  newborn. 

Surgical  management  of  gastrointestinal  hemorrhage,-  Management  of  burns,-  Management  of  hand 
injuries;  Hypovolemic  shock;  Management  of  injuries  to  the  face,-  Monitoring  in  shock. 

Hemodialysis;  Neonatal  emergencies;  Hepatic  coma. 

Platelet  disorders;  Leucocyte  crises,-  Hemorrhagic  disorders  in  the  newborn;  Acute  hemolytic  crises. 


Edwin  Alderman,  M.D. 
Robert  A.  Chase,  M.D. 

Roy  B.  Cohn,  M.D. 

Norman  S.  Coplon,  M.D. 
William  P.  Creger,  M.D. 
Lawrence  G.  Crowley,  M.D. 
Frederic  L.  Eldridge,  M.D. 

F.  Carl  Grumet,  M.D. 

Alvin  Hackel,  M.D. 

John  W.  Hanbery,  M.D. 

E.  William  Hancock,  M.D. 
Donald  C.  Harrison,  M.D. 


FACULTY 

Herbert  N.  Hultgren,  M.D. 
Stephen  H.  Jackson,  M.D. 
Rex  L.  Jamison,  M.D. 
Donald  R.  Laub,  M.D. 
John  A.  Luetscher,  M.D. 
Roy  H.  Maffly,  M.D. 

Tad  Nishimura,  M.D. 
Judith  G.  Pool,  Ph.D. 
Richard  L.  Popp,  M.D. 
Gerald  M.  Reaven,  M.D. 
Jack  S.  Remington,  M.D. 
Eugene  D.  Robin,  M.D. 
Saul  A.  Rosenberg,  M.D. 


Edward  Rubenstein,  M.D. 
Stanley  L.  Schrier,  M.D. 
John  S.  Schroeder,  M.D. 
Irving  Schulman,  M.D. 
Norman  E.  Shumway,  M.D 
Alfred  P.  Spivack,  M.D. 
Philip  Sunshine,  M.D. 

Keith  B.  Taylor,  M.D. 

James  Theodore,  M.D. 
Antonius  L.C.J.  Van  Kessel 
Kenneth  L.  Vosti,  M.D. 

Lewis  Wexler,  M.D. 


INTENSIVE  CARE 


APPLICATION  FORM 

October  30,  31,  November  1,  2,  3,  1972 

Fee:  $210 


NAME 

Last  First  Middle 

ADDRESS 

Street  City  State  Zip  Code 

MEDICAL  SCHOOL Degree Year 

TYPE  OF  PRACTICE Daytime  Phone 

Please  make  your  check  payable  to  STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE  and  mail  to  the  Office  of  Postgraduate  Medi- 
cal Education,  Stanford  University  School  of  Medicine,  Ml  21,  Stanford,  California  94305. 


ATTENDANCE  LIMITED  — ADVANCE  REGISTRATION  REQUIRED 


November  4 & 5,  1972 


SECOND  ANNUAL 
POSTGRADUATE  SYMPOSIUM 

“IMMUNOLOGY  AND  CLINICAL  MEDICINE” 

Sponsored  by 

Scripps  Clinic  and  Research  Foundation 


Hematology 

William  H.  Crosby,  M.D. 

Allergy 

David  A.  Mathison,  M.D. 
Donald  D.  Stevenson,  M.D. 

Endocrinology 

William  P.  Vanderlaan,  M.D 

Rheumatology 

John  S.  Johnson,  M.D. 
Eng  M.  Tan,  M.D. 

Hepatology 

William  S.  Haubrich,  M.D. 
Thomas  S.  Edgington,  M.D. 

This  symposium  will  be  held  at  the  Scripps  Clinic  and  Research  Foun- 
dation. The  number  of  registrants  will  be  limited  to  100. 


For  information,  contact  Stephen  E.  Blomgren,  M.D. 

Scripps  Clinic  and  Research  Foundation 
476  Prospect  Street 
La  Jolla,  California  920S7 
Telephone:  (714)  459-2390 
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In  diabetes 
when  nutritional 
supplementation 
is  indicated 

lerocca  tablets 
istherapy 

With  balanced,  high  potency 
B-complex  and  C vitamins. 
No  odor. 

Virtually  no  aftertaste. 

Lowest  priced  Rx  formula. 


Please  see  Complete  Prescribing  Informa- 
tion, a summary  of  which  follows: 

Indications:  Nutritional  supplementation  in 
conditions  in  which  water-soluble  vitamins 
are  required  prophylactically  or  therapeu- 
tically. 

Warning:  Not  intended  for  treatment  of  per- 
nicious anemia  or  other  primary  or  secon- 
dary anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary  re- 
mission of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than  0.1  mg 
of  folic  acid  per  day  and  who  are  inade- 
quately treated  with  vitamin  B,2.' 

Dosage:  1 or  2 tablets  daily,  as  indicated  by 
clinical  need. 

Available:  In  bottles  of  100. 


^ROCHE^ 

ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  071 10 


Each  Berocca  Tablet  contains: 

Thiamine  mononitrate  15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI 5 mg 

Niacinamide  100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin 5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid 500  mg 


jj*  Grade  H diabetic  retinopathy  is  revealed 
by  the  small  hemorrhages  and  exudates 
in  this  photograph  of  the  fundus. 


. •• 


ST'S  TIME  TO  PLAN  YOUR  SCIENTIFIC  EXHIBIT  FOR  THE  1973 
ANNUAL  MEETING  OF  THE  ARIZONA  MEDICAL  ASSOCIATION 


SCHEDULED  FOR  APRIL  24-27,  1973 
HERE  ARE  THE  REGULATIONS 

IF  YOU  ARE  INTERESTED  CALL  OR  WRITE  THE  ASSOCIATION 
OFFICES  FOR  AN  OFFICIAL  APPLICATION  FORM 


1.  DEADLINE  FOR  APPLICATIONS:  All  applications  for  space  in  the  Scien- 
tific Exhibit  must  be  filed  with  the  Chairman,  Scientific  Assembly  Committee, 
Arizona  Medical  Association,  810  W.  Bethany  Home  Rd.,  Phoenix  AZ  85013, 
before  December  1,  1972.  Applications  will  be  acted  on  by  the  Scientific 
Assembly  Committee  and  notifications  of  the  action  will  be  mailed  as  soon 
as  possible. 

2.  APPLICATIONS  FOR  SPACE:  All  questions  must  be  completely  answered 
by  the  exhibitor  or  application  will  be  returned.  Particular  attention  should 
be  paid  to  question  #3  (description  of  content)  since  the  committee  will  base 
its  decision  on  the  information  supplied.  Give  supporting  information  for  the 
study  in  terms  of  source,  method  and  conclusions. 

3.  TIME:  The  Scientific  Exhibit  will  open  at  100  p.m.  on  Tuesday,  April  24  and 
will  close  at  12  noon  on  Friday,  April  27.  The  hall  will  be  open  on  the 
intervening  days  from  8:00  a.m.  to  5 00  p.m.  with  the  exception  of  Wednesday, 
April  25  when  the  hall  closes  at  12  noon. 

4.  INSTALLATION  AND  DISMANTLING:  Installation  of  exhibits  may  begin 
Monday,  April  23  after  12  noon  and  must  be  completed  by  12  noon  on  Tuesday, 
April  24.  Exhibits  must  be  removed  immediately  after  12  noon  on  Friday, 
April  27. 

5.  COST:  The  Association  provides  free  of  charge  a booth  & deep  and  10’  wide. 
(Two  booths  may  be  used  if  exhibit  is  larger.  Please  indicate  on  the  application 
if  more  than  one  space  is  required.)  The  exhibitor  must  pay  the  cost  of 
installing  the  exhibit,  tables  and  chairs,  and  any  special  construction  or 
electrical  requirements. 

6.  AWARD:  The  outstanding  Scientific  Exhibit  award  will  be  presented  for 
the  exhibit  based  on  original  medical  research  or  instruction  on  a medical 
exhibit  which  has  not  been  previously  shown.  The  award  is  final  and  not 
subject  to  review. 
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Break  the 
ulcer  circuit 

to  hyperacidity, 
hypemotility  and 

ulcer  pain. 


Pra-BantNnr 

propantheline  bromide 

H Relief  Factor  in  Peptic  Ulcer 


Worry,  frustration,  job  pressure  — all 
set  up  excessive  vagal  currents  in 
patients  with  peptic  ulcer. 

Pro-Banthine''insulates"the  stom- 
ach, the  duodenum  and  the  lower 
intestinal  tract  — the  sites  where 
these  destructive  currents  take  their 
toll. 

This  "insulation"  helps  block  ex- 
cessive enteric  activity  and  acidity, 
thus  helping  to  provide  the  proper 
environment  for  the  healing  of  pep- 
tic ulcers. 

It's  nice  to  know  that  Pro-Banthine 
provides  this  protection  at  a dosage 
that  causes  little  or  no  discomfort 
and  that,  unlike  ataractic  agents,  Pro- 
Banthine  does  not  cloud  the  patient's 
awareness  or  thought  processes. 


By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 

Indications:  Pro-Banthine  is  elective  as  adjunc- 
tive therapy  in  the  treatment  of  peptic  ulcer. 
Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  dis- 
ease of  the  gastrointestinal  tract,  obstructive 
uropathy,  intestinal  atony,  toxic  megacolon, 
hiatal  hernia  associated  with  reflex  esophagitis 
or  unstable  cardiovascular  adjustment  in  acute 
hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease 
should  be  given  this  medication  with  caution. 
Fever  and  possibly  heat  stroke  may  occur  due 
to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with 
possible  loss  of  voluntary  muscle  control.  For 
such  patients  prompt  and  continuing  artificial 
respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indi- 
cate obstruction,  and  this  possibility  should  be 
considered  before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 


with  prostatic  hypertrophy, such  patients  should 
be  advised  to  micturate  at  the  time  of  taking 
the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying 
of  salivary  secretions  may  occur  as  well  as 
mydriasis  and  blurred  vision.  In  addition  the 
following  adverse  reactions  have  been  re- 
ported: nervousness,  drowsiness,  dizziness,  in- 
somnia, headache,  loss  of  the  sense  of  taste, 
nausea,  vomiting,  constipation,  impotence  and 
allergic  dermatitis. 

Dosage  and  Administration:  The  recommended 
daily  dosage  for  adult  oral  therapy  is  one  15- 
mg.  tablet  with  meals  and  two  at  bedtime.  Sub- 
seguent  adjustment  to  the  patient's  require- 
ments and  tolerance  must  be  made. 

How  Supplied:  Pro-Banthine  is  supplied  as  tab- 
lets of  15  and  7.5  mg.,  as  prolonged-acting  tab- 
lets of  30  mg.  and,  for  parenteral  use,  as 
serum-type  vials  of  30  mg. 


SEARLE  & CO 
San  Juan,  Puerto  Rico  00936 

Address  medical  inquiries  to:  G.  D.  Searle  & Co. 
Medical  Department,  Box  5110,  Chicago,  III.  60680 
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SEARLE 


Univarsity  of  California 
Medical  Center  Library 
3rd  & Parnassus 
San  Francisco,  Calif.  94122 
"■sample  copy".  . * 

From  Lederle 


MINOCYCLINE  HO 


A Research  Concept  Confirmed 


Available  in  100  mg  Capsules 

LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 
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Sally's  back  in  sew  biz! 
After  an  arthritic  flare-up. 


Important  Note  This  drug  is  not  a simple  analgesic.  Do 
not  administer  casually  Carefully  evaluate  patients  be- 
fore starting  treatment  and  keep  them  under  close  su- 
pervision Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete  hemo- 
gram, urinalysis,  etc.)  before  prescribing  and  at  fre- 
quent intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  contra- 
indicated patients  or  those  who  cannot  be  observed  fre- 
quently. Warn  patients  not  to  exceed  recommended 
dosage  Short-term  relief  of  severe  symptoms  with  the 
smallest  possible  dosage  is  the  goal  of  therapy  Dosage 
should  be  taken  with  meals  or  a full  glass  of  milk  Sub- 
stitute alka  capsules  for  tablets  if  dyspeptic  symptoms 
occur.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral  lesions 
(symptoms  of  blood  dyscrasia):  dyspepsia,  epigastric 
pain,  symptoms  of  anemia,  black  or  tarry  stools  or  other 
evidence  of  intestinal  ulceration  or  hemorrhage,  skin  re- 
actions, significant  weight  gain  or  edema  A one-week 
trial  period  is  adequate.  Discontinue  in  the  absence  of  a 
favorable  response.  Restrict  treatment  periods  to  one 
week  in  patients  over  sixty. 

Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  1 4 years  or  less;  senile  pa- 
tients; history  or  symptoms  of  G I inflammation  or  ul- 
ceration including  severe,  recurrent  or  persistent  dys- 
pepsia; history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction;  hy- 
pertension; thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy 
Warnings  Age,  weight,  dosage,  duration  of  therapy,  ex- 
istence of  concomitant  diseases,  and  concurrent  potent 
chemotherapy  affect  incidence  of  toxic  reactions.  Care- 
fully instruct  and  observe  the  individual  patient,  espe- 
cially the  aging  (forty  years  and  over)  who  have 
increased  susceptibility  to  the  toxicity  of  the  drug.  Use 
lowest  effective  dosage  Weigh  initially  unpredictable 
benefits  against  potential  risk  of  severe,  even  fatal,  re- 
actions. The  disease  condition  itself  is  unaltered  by  the 
drug  Use  with  caution  in  first  trimester  of  pregnancy 
and  in  nursing  mothers  Drug  may  appear  in  cord  blood 
and  breast  milk.  Serious,  even  fatal,  blood  dyscrasias. 


Butazolklirfalka  Geigy 

Each  capsule  contains: 

100  mg  phenylbutazone  USP 

100  mg.  dried  aluminum  hydroxide  gel  USP 

150  mg.  magnesium  trisilicate  USP 

If  it  doesn’t  work  in  a week,  forget  it. 


including  aplastic  anemia,  may  occur  suddenly  despite 
regular  hemograms,  and  may  become  manifest  days  or 
weeks  after  cessation  of  drug  Any  significant  change 
in  total  white  count,  relative  decrease  in  granulocytes, 
appearance  of  immature  forms,  or  fall  in  hematocrit 
should  signal  immediate  cessation  of  therapy  and  com- 
plete hematologic  investigation.  Unexplained  bleeding 
involving  CNS,  adrenals,  and  G I.  tract  has  occurred. 

The  drug  may  potentiate  action  of  insulin,  sulfonylurea, 
and  sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces  iodine 
uptake  by  the  thyroid).  Blurred  vision  can  be  a signifi- 
cant toxic  symptom  worthy  of  a complete  ophthalmo- 
logical  examination  Swelling  of  ankles  or  face  in  patients 
under  sixty  may  be  prevented  by  reducing  dosage.  If 
edema  occurs  in  patients  over  sixty,  discontinue  drug 
Precautions  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of  adverse 
reactions;  complete  physical  examination  including 
check  of  patient's  weight,  complete  weekly  (especially 
for  the  aging)  or  an  every  two  week  blood  check,  perti- 
nent laboratory  studies  Caution  patients  about  partic- 
ipating in  activity  requiring  alertness  and  coordination, 
as  driving  a car.  etc.  Cases  of  leukemia  have  been  re- 
ported in  patients  with  a history  of  short-  and  long-term 
therapy.  The  majority  of  these  patients  were  over  forty 
Remember  that  arthritic-type  pains  can  be  the  present- 
ing symptom  of  leukemia. 

Adverse  Reactions  This  is  a potent  drug;  its  misuse  can 
lead  to  serious  results  Review  detailed  information  be- 
fore beginning  therapy  Ulcerative  esophagitis,  acute 
and  reactivated  gastric  and  duodenal  ulcer  with  per- 
foration and  hemorrhage,  ulceration  and  perforation  of 
large  bowel,  occult  G.l  bleeding  with  anemia,  gastritis, 


epigastric  pain,  hematemesis,  dyspepsia,  nausea,  vomit- 
ing and  diarrhea,  abdominal  distention,  agranulocytosis, 
aplastic  anemia,  hemolytic  anemia,  anemia  due  to  blood 
loss  including  occult  G I bleeding,  thrombocytopenia, 
pancytopenia,  leukemia,  leukopenia,  bone  marrow  de- 
pression, sodium  and  chloride  retention,  water  reten- 
tion and  edema,  plasma  dilution,  respiratory  alkalosis, 
metabolic  acidosis,  fatal  and  nonfatal  hepatitis  (choles- 
tasis may  or  may  not  be  prominent),  petechiae,  purpura 
without  thrombocytopenia,  toxic  pruritus,  erythema 
nodosum,  erythema  multiforme,  Stevens-Johnson  syn- 
drome, Lyell's  syndrome  (toxic  necrotizing  epidermol- 
ysis), exfoliative  dermatitis,  serum  sickness, 
hypersensitivity  angiitis  (polyarteritis),  anaphylactic 
shock,  urticaria,  arthralgia,  fever,  rashes  (all  allergic  re- 
actions require  prompt  and  permanent  withdrawal  of 
the  drug),  proteinuria,  hematuria,  oliguria,  anuria,  renal 
failure  with  azotemia,  glomerulonephritis,  acute  tubular 
necrosis,  nephrotic  syndrome,  bilateral  renal  cortical 
necrosis,  renal  stones,  ureteral  obstruction  with  uric 
acid  crystals  due  to  uricosuric  action  of  drug,  impaired 
renal  function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  muscle 
necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheumat- 
ica, optic  neuritis,  blurred  vision,  retinal  hemorrhage, 
toxic  amblyopia,  retinal  detachment,  hearing  loss,  hy- 
perglycemia, thyroid  hyperplasia,  toxic  goiter,  associa- 
tion of  hyperthyroidism  and  hypothyroidism  (causal 
relationship  not  established),  agitation,  confusional 
states,  lethargy;  CNS  reactions  associated  with  over- 
dosage, including  convulsions,  euphoria,  psychosis,  de- 
pression, headaches,  hallucinations,  giddiness,  vertigo, 
coma,  hyperventilation,  insomnia;  ulcerative  stomatitis, 
salivary  gland  enlargement  (B)98-1 46-070-G 

Serious  side  effects  do  occur.  Select  patients 
carefully  (particularly  the  elderly)  and  follow  them 
closely  in  line  with  the  drug's  precautions, 

warnings,  contraindications  and  adverse  reactions. 

For  complete  details,  including  dosage,  please  see  full 
prescribing  information 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley.  New  York  10502 
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Upjohn 


250  mg. 

(400,000  Units) 
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Uticiilin  VK 


(potassium  phenoxymethyl  penicillin, U.S.P,  Upjohn) 


Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


© 1972  THE  UPJOHN  COMPANY 
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In  diabetes 
when  nutritional 
supplementation 
is  indicated 

Berocca  tablets 


With  balanced,  high  potency 
B-complex  and  C vitamins. 
No  odor. 

Virtually  no  aftertaste. 
Lowest  priced  Rx  formula. 


Please  see  Complete  Prescribing  Informa- 
tion, a summary  of  which  follows: 

Indications : Nutritional  supplementation  in 
conditions  in  which  water-soluble  vitamins 
are  required  prophylactically  or  therapeu- 
tically. 

Warning:  Not  intended  for  treatment  of  per- 
nicious anemia  or  other  primary  or  secon- 
dary anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary  re- 
mission of  anemia,  in  patients  with  perni- 
cious anemia  who  receive  more  than  0.1  mg 
of  folic  acid  per  day  and  who  are  inade- 
quately treated  with  vitamin  Bu. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by 
clinical  need. 

Available:  In  bottles  of  100. 

Each  Berocca  Tablet  contains: 

Thiamine  mononitrate 15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI  5 mg 

Niacinamide  100  m9 

Calcium  pantothenate 20  mg 

Cyanocobalamin 5 meg 

Folic  acid  0.5  mg 

Ascorbic  acid  500  mg 


vju  Grade  H diabetic  retinopathy  is  revealed 
't'  by  the  small  hemorrhages  and  exudates 
in  this  photograph  of  the  fundus. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  071 1 0 
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What  it  means  # 
to  live  and  workir 
Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5  % of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5  % for  white  males  and  19.5  % 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 

Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 

Female  159 


I I Persons  without  solar  keratoses  Hi  Persons  with  solar  keratoses 

♦Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Solar,  actinic,  senile  keratoses 

Called  by  many  names,  the  typical  lesion  is  flat 
or  slightly  elevated,  brownish  or  reddish  in 
color,  papular,  dry,  adherent,  rough,  sharply 
Idefined;  usually  multiple  lesions,  chiefly  on 
Exposed  portions  of  the  skin. 

Sequence/selectivity  of  response 

Erythema  in  areas  of  lesions  may  begin  after 
several  days  of  therapy;  height  of  reaction 
(only  in  affected  areas)*  usually  occurs  within 
two  weeks,  declining  after  discontinuation  of 
therapy.  Since  this  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied 
jto  rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

Cosmetic  results  are  highly  favorable.  Inci- 
dence of  scarring  is  low— important  with  multi- 
ple facial  lesions.  Efudex  should  be  applied 
with  care  near  the  eyes,  nose  and  mouth. 

5%  cream-a  Roche  exclusive 

Dnly  Roche  formulates  the  5 % cream . . . 
ligh  in  patient  acceptability . . . high  in  clinical 
ifficacy,  especially  for  lesions  of  hands  and 
brearms . . . economical. 


i 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burningatapplication  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


if  skin  is  infected, 
or  open  to  infection  i 

choose  the  topical  # 
that  gives  your  patient-  . 

abroad  antibacterial  activity  against 
susceptible  skin  invaders 
*«  low  allergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporilf  Ointment 

(polymyxin  B-bacitracin-neomycin)  § 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate,  5000  units;  || 
zinc  bacitracin,  400  units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  | 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vz  oz.  for  topical  use  only. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in  f 
impetigo,  surgical  aftercare,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may  ? 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropria 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  -i 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind;.  ||| 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  This  product  is  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  its  components. 

Complete  literature  available  on  request  from  Professional  Services  Dept. 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


SafiMa 

helps  your  patients  stay 
on  a low  cholesterol  diet 


It’s  easier  for  a patient  to  continue  with  a low  cholesterol  diet  when  you 
recommend  good-tasting  Saffola.  Saffola  foods  are  made  with  safflower  oil  — an 
exceptionally  light  and  flavorful  oil  that  results  in  products 

people  readily  accept.  Safflower  oil  is  also  30%  ^ 

higher  in  poly-unsaturates  than  corn  oil  and  lowest  PsA 
of  all  widely  used  vegetable  oils  in  saturated  fats. 

Let  us  send  you  some  useful  data  to  help  your 
patients  stay  on  a low  cholesterol  diet.  Write  PVO 
International  Inc.,  World  Trade  Center, 

San  Francisco,  California  94111.  ..  . , , , 

Your  patients  can  enjoy  it  to  their  hearts  content. 


THE  HBA  LIFE  INSURANCE  COMPANY 

1337  North  First  Street  Phoenix,  AZ  85001 

DUKE  R.  GASKINS,  M.D.  CARL  T.  KIRCHMAIER,  M.D. 

Medical  Director  Associate  Medical  Director 


I am  happy  to  announce  the  appointment  of 

Carl  T.  Kirchmaier,  M.D. 

as  Associate  Medical  Director  of  HBA  Life 


Carl  T.  Kirchmaier,  M.D. 


Dr.  Kirchmaier,  an  Arizona  licensed  physician,  was 
bom  in  Cincinnati,  Ohio.  He  received  his  B.A. 
degree  from  the  University  of  Cincinnati  in  1925. 
In  1929  he  received  his  Bachelor  of  Medicine  de- 
gree and  in  1930  his  M.D. 

Over  the  years  Dr.  Kirchmaier  has  served  in  the 
capacity  of  Medical  Director  of  several  insurance 
companies  in  addition  to  having  spent  several 
years  in  private  practice. 

In  1968,  he  retired  as  Vice  President  and  Medical 
Director  of  the  Life  and  Casualty  Insurance  Com- 
pany of  Nashville,  Tenn.  He  and  his  wife,  Corinne, 
have  made  their  home  in  Arizona  since  that  time. 


Dr.  Kirchmaier  has  been  active  for  many  years  in 
civic  and  charitable  affairs.  He  has  been  a member 
of  the  board  of  the  American  Red  Cross  and  American  Cancer  Society.  He  was  chairman  of  the  Mid. 
Tenn.  Heart  Fund  and  is  a member  of  the  Association  of  Life  Insurance  Medical  Directors.  He  has 
been  associated  with  many  fine  arts  societies,  clubs  and  honorary  fraternities.  We  are  indeed  for- 
tunate to  have  a man  of  Dr.  Kirchmaier’s  experience  to  assist  in  underwriting  and  claims  matters  and 
we  extend  a warm  welcome  to  him. 


Duke  R . Gaskins , M.D 
Medical  Director 


or  generations  my  family  has  insisted  on  Donnagel  K-PG,"  says  active  young  matron  Mrs.  T. 
Farnsworth  Lipp  (of  the  Upper  Lipps),  shown  here  with  her  charming  son.  "All  the  benefits  of 
paregoric— without  the  unpleasant  taste,  don't  you  know?  And  Junior  thinks  Donnagel-PG  tastes  so 
much  like  bananas  that  I never  worry  about  a slip  between  spoon  and  Lipp." 


With  or  without  a silver  spoon,  a most  tasteful  solution  in  treating  acute,  non-specific 
leas:  all  the  benefits  of  paregoric,  without  the  unpleasant  taste.  Donnagel ®-PG  treats 
inpanying  cramping,  tenesmus,  and  nausea  as  well  as  the  diarrhea  itself.  Instead  of 
asant-tasting  paregoric,  it  contains  the  therapeutic  equivalent,  powdered  opium, 
omote  the  production  of  formed  stools  and  lessen  the  urge.  And  it  provides  the 
lcent-detoxicant  effects  of  kaolin  and  pectin,  plus  the  antispasmodic  benefits  of 
lonna  alkaloids.  And  a good  banana  flavor  to  baby  any  taste. 


Donnagel-PG 

Donnagel  with  * paregoric  equivalent 
(V  Available  on  oral  prescription  or  without  prescription 
under  limited  circumstances  as  modified  by  applicable  state  law. 


:ach  30  cc.  contains:  Kaolin,  6.0  g.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg.; 

'ine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Powdered  opium,  USP,  24.0  mg. 
'alent  to  paregoric  6 ml.)  (Warning:  may  be  habit  forming);  Sodium  benzoate  (preservative), 
ig.;  Alcohol,  5%.  A.H.  Robins  Company,  Richmond,  Virginia  23220 


/IHDOBINS 


with  the 


The  coughing  season  is  here  again. 
Time  to  rely  on  the  four  Robitussins 
and  Cough  Calmers  to  help  clear  the 
lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  ex- 
pectorant that  works  systemically  to 
help  increase  the  output  of  lower 
respiratory  tract  fluid.  The  enhanced 
flow  of  less  viscid  secretions  soothes 
the  tracheobronchial  mucosa,  pro- 
motes ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid 
and  easier  to  raise.  Available  on  your 
prescription  or  recommendation. 

For  coughs  of  colds  and  “flu" 

Robitussin® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C®  B 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine 

hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  “coughs  on  the  go" 

Cough  Calmers® 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


Select  the  Robitussin®  “Clear-Tract”  Formulation  That  Treats  Your  Patient’s  Individual  Coughing  Needs: 

All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action.  Keep  this  handy  chart  as  a 
guide  in  selecting  the  formula  that  provides  the  extra  benefits  you  want  for  your  patient. 

Robitussin®  extra 
benefit  chart 

Cough 

Suppressant 

Antihistamine 

Long-Acting 
(6-8  hours) 

Nasal,  Sinus 
Decongestant 

Non-Narcotic 

robitussin® 

m 

ROBITUSSIN  A-C® 

m 

m 

ROBITUSSIN-DM® 

m 

m 

ROBITUSSIN-PE® 

m 

m 

COUGH  CALMERS® 

|J§ 

Q 

A.  H.  Robins  Company, 
Richmond,  Virginia  23220 


/WROBINS 


(chlordantoin  1%  and  benzalkonium  chloride  0.05%) 


After  you  write  your  prescription  for  two  tubes 
of  soothing,  fungicidal  Sporostacin  Cream,  tell 
your  patient  not  to  be  fooled  by  the  quick  relief 
of  symptoms  it  affords.  Make  sure  she  knows 
how  to  use  it  as  directed— for  the  full  14-day 
courseof  therapy.Then,on  follow-up,  you'll 
usually  find  that  nonstaining,  easy-to-use 
Sporostacin  Cream  has  finished  off  vulvovaginal 
candidiasis  in  the  nicest  possible  way. 

two  tubes...t  wo  weeks 


Indication:  Based  on  a review  of  this  drug  by  the  National  Academy  of  Sciences— National  Research 
Council  and/or  other  information,  FDA  has  classified  the  indication  as  follows: 

“Probably”  effective:  For  the  treatment  of  vulvovaginal  candidiasis. 

Final  classification  of  the  less-than-effective  indications  requires  further  investigation. 


Contraindications:  None  known.  Precautions:  Cases  of  sensitization  and  irritation  have  been  reported.  When 
noted  the  drug  should  be  discontinued.  Dosage:  One  applicatorful  intravaginally  twice  daily  for  a period  of  14 
days.  Course  of  therapy  may  be  repeated  if  necessary. 

Ortho  Pharmaceutical  Corporation- Raritan,  New  Jersey  08869 


century  of  craftsmai 


for  the  moment  of  need 


lament  manufacture 


ffD 


ITQ 


□ imj 
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MEDICAL/ SCIENTIFIC  SUPPLIES 
Representing  the  finest  in  surgical  i 
KNY-SCHEERER 


ARIZONA:  PHOENIX  (602)  254-7161  • CALIFORNI 
MODESTO  (209)  526-1086  / SACRAMENTO  (916f4j 
SAN  FRANCISCO  (415)  871-9543  • COLORADO: 
DENVER  (303)  255-1491  • NEW  JERSEY:  CLARK  (201 
TEXAS:  HOUSTON  (713)  526-2011  / SAN  ANTONIO  (51 
WASHINGTON:  SEATTLE  (206)  242-4850  • SPOKAN 


O (916)  342-5612  / LOS  ANGELES  (213)  772-3581 
[76  / SAN  DIEGO*  (714)  291-8120 
SPRING$|(303)  598-3580 
* OREGON|PORTLAND  (503)  282-2295 
'44*8303  • UTAH:  4kLT  LAKE  CITY  (801)  487-1381 
(509)  MA  4-4241  / 

mm  a bIrgen  Brunswig  company 


G.I.  problems 

making  her 

a fixture 
in  your  office? 


‘Milpath’  can  cut  down  her  complaints 
by  helping  to  control: 

bloating/cramping/pain/‘nervous  stomach’ 
when  aggravated  by  anxiety  and  tension  * 


For  most  patients: 

‘Milpath’-- 400 

(meprobamate  400  mg  + 
tridihexethyl  chloride  25  mg) 

Usual  adult  dose:  One 
tablet  t.i.d,  at  mealtimes, 
and  two  tablets  at  bedtime. 


When  spasm  is  severe: 

Milpath’-200 

(meprobamate  200  mg  + 
tridihexethyl  chloride  25  mg) 

Usual  adult  dose:  Two 
tablets  t.i.d.  at  mealtimes, 
and  two  tablets  at  bedtime. 


INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences— National  Research  Council 
and/or  other  information,  FDA  has  classified  the  indica- 
tion as  follows: 

“Possibly”  effective:  as  adjunctive  therapy  in  peptic 
ulcer  and  in  the  irritable  bowel  syndrome  (irritable  colon, 
spastic  colon,  mucous  colitis,  and  functional  gastrointesti- 
nal disorders),  especially  when  accompanied  by  anxiety 
or  tension. 

Final  classification  of  this  indication  requires  further 
investigation. 


CONTRAINDICATIONS:  Tridihexethyl  chloride:  Previous  allergic 
or  idiosyncratic  reactions  to  it  or  related  compounds:  urinary 
bladder-neck  obstructions  (e.g..  prostatic  obstructions  due  to 
hypertrophy):  pyloric  obstructions  because  of  reduced  motility 
and  tonus:  organic  cardiospasm  (megaesophagus):  glaucoma: 
possibly  in  stenosmg  gastric  or  duodenal  ulcers  with  significant 
gastric  retention.  Meprobamate:  Acute  intermittent  porphyria 
and  allergic  or  idiosyncratic  reactions  to  meprobamate  or  related 
compounds  such  as  carisoprodol.  mebutamate.  tybamate, 
carbromal. 

WARNINGS:  Meprobamate:  Drug  Dependence:  Physical  and 
psychological  dependence  and  abuse  have  occurred.  Chronic 
intoxication,  from  prolonged  use  and  usually  greater  than  recom- 
mended doses,  leads  to  ataxia,  slurred  speech,  vertigo.  Care- 
fully  supervise doseandamountsprescribed,  and  avoid  prolonged 
use.  especially  in  alcoholics  and  addiction-prone  persons.  Sudden 
withdrawal  after  prolonged  and  excessive  use  may  precipitate 
recurrence  of  pre-existing  symptoms  (e.g.,  anxiety,  anorexia,  in- 
somnia) or  withdrawal  reactions  (e.g..  vomiting,  ataxia,  tremors, 
muscle  twitching,  confusional  states,  hallucinosis:  rarely  convul- 
sive seizures,  more  likely  in  persons  with  CNS  damage  or 
pre-existent  or  latent  convulsive  disorders).  Therefore,  reduce 
dosage  gradually  (1-2  weeks)  or  substitute  a short-acting  bar- 
biturate, then  gradually  withdraw.  Potentially  Hazardous  Tasks: 
Driving  a motor  vehicle  or  operating  machinery.  Additive  Ef- 
fects: Possible  additive  effects  between  meprobamate,  alcohol, 
and  other  CNS  depressants  or  psychotropic  drugs.  Pregnancy 
and  Lactation:  Safe  use  not  established:  weigh  potential  bene- 
fits against  potential  hazards  in  pregnancy,  nursing  mothers,  or 
women  of  childbearing  potential.  Animal  data  at  five  times  the 
maximum  recommended  human  dose  show  reduction  in  litter 
size  due  to  resorption. 

PRECAUTIONS:  Tridihexethyl  chloride:  Use  cautiously  in  elderly 
males  (possible  prostatic  hypertrophy).  Meprobamate:  To  avoid 
oversedation,  use  lowest  effective  dose,  particularly  in  elderly 
and/or  debilitated  patients.  Consider  possibility  of  suicide  at- 
tempts: dispense  least  amount  of  drug  feasible  at  any  one  time. 


To  avoid  excess  accumulation,  use  caution  in  patients  with 
compromised  liver  or  kidney  function.  Meprobamate  may  pre- 
cipitate seizures  in  epileptics. 

ADVERSE  REACTIONS:  Tridihexethyl  chloride:  Dry  mouth 
(fairly  frequent  at  oral  doses  of  100  mg),  constipation  or 
"bloated"  feeling,  tachycardia,  bradycardia,  dilated  pupils,  in- 
creased ocular  tension,  weakness,  nausea,  vomiting,  headache, 
drowsiness,  urinary  hesitancy  or  retention,  dizziness.  Mepro- 
bamate: Central  Nervous  System.  Drowsiness,  ataxia,  dizziness, 
slurred  speech,  headache,  vertigo,  weakness,  paresthesias, 
impairment  of  visual  accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity  Gastrointestinal' 
Nausea,  vomiting,  diarrhea.  Cardiovascular:  Palpitations,  tachy- 
cardia. various  forms  of  arrhythmia,  transient  ECG  changes, 
syncope:  also  hypotensive  crises  (including  one  fatal  case). 
Allergic  or  Idiosyncratic  Usually  after  1-4  doses.  Milder  reac- 
tions: itchy,  urticarial,  or  erythematous  maculopapular  rash 
(generalized  or  confined  to  groin).  Other  leukopenia,  acute 
nonthrombocytopenic  purpura,  petechiae.  ecchymoses.  eosm- 
ophilia.  peripheral  edema,  adenopathy,  fever,  fixed  drug  erup- 
tion with  cross  reaction  to  carisoprodol.  and  cross  sensitivity 
between  meprobamate/mebutamate  and  meprobamate/car- 
bromal.  More  severe,  rare  hypersensitivity:  hyperpyrexia,  chills, 
angioneurotic  edema,  bronchospasm.  oliguria,  anuria,  anaphy- 
laxis. erythema  multiforme,  exfoliative  dermatitis,  stomatitis, 
proctitis.  Stevens-Johnson  syndrome,  bullous  dermatitis  (one 
fatal  case  after  meprobamate  plus  prednisolone).  Stop  drug, 
treat  symptomatically  (eg.,  possible  use  of  epinephrine,  anti- 
histamines. and  in  severe  cases  corticosteroids)  Hematologic 
Agranulocytosis  and  aplastic  anemia  (rarely  fatal),  but  no 
causal  relationship  established.  Rarely,  thrombocytopenic  pur- 
pura. Other  Exacerbation  of  porphyric  symptoms 
USUAL  ADULT  DOSAGE:  One  Milpath:400  (meprobamate  400 
mg -Hridihexethyl  chloride  25  mg)  tablet  three  times  a day  at 
mealtimes  and  2 at  bedtime.  For  greater  anticholinergic  effect, 
2 'Milpath:200  (meprobamate  200  mg  * tridihexethyl  chloride 
25  mg)  three  times  a day  at  mealtimes  and  2 at  bedtime.  Mepro- 
bamate dose  should  not  exceed  2400  mg  daily. 

Not  for  use  in  children  under  age  12 
OVERDOSAGE:  Tridihexethyl  chloride:  Acute  overdosage  can 
produce  dry  mouth,  difficulty  swallowing,  marked  thirst:  blurred 
vision,  photophobia:  flushed,  hot.  dry  skin,  rash:  hyperthermia: 
palpitations,  tachycardia  with  weak  pulse,  elevated  blood  pres- 
sure: urinary  urgency  with  difficulty  in  micturition:  abdominal 
distention:  restlessness,  confusion,  delirium  and  other  signs 
suggesting  acute  organic  psychosis.  Empty  stomach  after  admin- 
istration of  Universal  Antidote  and  treat  symptomatically  as 
indicated.  Meprobamate:  Suicidal  attempts  with  meprobamate, 
alone  or  with  alcohol  or  other  CNS  depressants  or  psychotropic 
drugs,  have  produced  drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  death.  Empty 
stomach,  treat  symptomatically:  cautiously  give  respiratory 
assistance,  CNS  stimulants,  pressor  agents  as  needed.  Mepro- 
bamate is  metabolized  in  the  liver  and  excreted  by  the  kidney. 
Diuresis  and  dialysis  have  been  used  successfully.  Carefully 
monitor  urinary  output:  avoid  overhydration,  observe  for  pos- 
sible relapse  due  to  incomplete  gastric  emptying  and  delayed 
absorption. 

Before  prescribing,  consult  package  circular  or  latest  PDR 
information.  rev  5/72 

WALLACE  PHARMACEUTICALS,  Cranbury,  N.J. 08512  jjfl 


Relaxes  smooth  muscle  and  psyche/  Hllpath 

(meprobamate+tridihexethyl  chloride) 


Each  capsule  contains  50  mg.  of  Dyrenium® 

(brand  of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 


CAN  STOP 

POTASSIUM  DEPLETION 
BEFORE  IT  STARTS 

WITH  NO  SACRIFICE 
OF  THIAZIDE 
EFFECTIVENESS 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

■^Indications:  Edema  associated  with  congestive  heart 
failure,  cirrhosis  of  the  liver,  the  nephrotic  syndrome; 
steroid-induced  and  idiopathic  edema;  edema  resistant  to 
other  diuretic  therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Preexisting  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in 
progressive  renal  or  hepatic  dysfunction  or  developing 
hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or 
without  ulceration.  Hyperkalemia  ( > 5.4  mEq/L)  has  been 
reported  in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall. 

Rarely,  cases  have  been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  confirmed  renal 
insufficiency  (e.g.,  elderly  or  diabetics).  If  hyperkalemia 
develops,  substitute  a thiazide  alone.  If  spironolactone  is 
used  concomitantly  with  ‘Dy azide’,  check  serum  potassium 
frequently —both  can  cause  potassium  retention  and  some- 
times hyperkalemia.  Two  deaths  have  been  reported  in 
patients  on  such  combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  electrolytes  were 
not  properly  monitored).  Observe  patients  on  ‘Dyazide’ 
regularly  for  possible  blood  dyscrasias,  liver  damage  or 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  sk&f). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis, 


and  aplastic  anemia  have  been  reported  with  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  barrier  and 
appear  in  breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered  carbo- 
hydrate metabolism  and  possibly  other  adverse  reactions 
that  have  occurred  in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies  in 
cirrhotics  with  splenomegaly.  Antihypertensive  effects  may 
be  enhanced  in  postsympathectomy  patients.  The  following 
may  occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible  metabolic 
acidosis,  hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients.  Con- 
comitant use  with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis, 
and  xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


IN  EDEMA- IN  HYPERTENSION 


If  not,  the  new  Rocom 
Health  History  Questionnaire 
asks  questions  in  Spanish... 


1 . (,Le  molcstan  coyunturas  o musculos  rigidos  o dolorosos''1 11 

2.  j,Se  le  hinchan  las  coyunturas? 

3.  (',Lc  molcstan  dolores  en  la  cspalda  u hombros? 

4.  (Le  duelcn  Ios  pies  con  frccucncia? 

5.  <',Esta  dcsabilitado  en  alguna  manera? 

6.  (Tiene  algiin  problema  con  su  piel? 

7.  (Le  pica  o qucma  la  piel? 

8.  (Sangra  por  largo  ticmpo  cuando  se  hace  una  pcquena  cortadura? 

9.  <,Se  lastima  facilmente  formando  un  cardcnal  o moretc? 

10.  (Se  ha  desmayado  o se  ha  sentido  como  que  se  va  a desmayar? 

11.  (Tiene  alguna  parte  del  cuerpo  sicmpre  adormecida? 

12.  (Ha  tenido  alguna  vez  convulciones? 

13.  (Le  ha  cambiado  ultimamente  su  letra  al  escribir? 

14.  (Tiene  tendencia  a temblar  o menearse  mucho? 

15.  (Se  pone  nervioso  en  presencia  de  personas  extrahas? 

16.  (Se  le  hace  dificil  tomar  decisiones? 

17.  (Se  le  hace  dificil  concentrar  6 recordar? 

18.  (Se  siente  solo  o deprimido? 

19.  (Llora  a menudo? 

20.  (Diria  usted  que  tiene  una  perspectiva  irremediable? 

21.  (Tiene  dificultad  en  relajar  o reposar? 

22.  (Tiende  a preocuparse  demasiado? 

23.  (Le  molcstan  o asustan  algunos  suchos  o pensamientos? 

24.  (Tiende  a ser  timido  o sensitivo? 

25.  (Se  molesta  mucho  cuando  lo  critican? 

26.  (Pierde  el  genio  con  frecuencia? 

27.  (Cosas  pequenas  lo  hacen  molestar? 

28.  (Le  molesta  cualquier  trabajo  o problemas  familiares? 

29.  (.Tiene  algun  problema  con  su  vida  sexual? 

30.  (Ha  considerado  alguna  vez  suicidarse? 

31.  (Ha  deseado  alguna  vez,  o buscado,  ayuda  psiquiatrica? 

Copyright  © 1971  Patient  Care  Systems,  Inc.  All  rights  reserved. 
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13.  MUSCULOSKELETAL 
X.  aching  muscles  or  joints 
swollen  joints 

X back  or  shoulder  pains 

painful  feet 

handicapped 

14.  SKIN 

skin  problems 

itching  or  burning  skin 

bleeds  easily 

bruises  easily 

15.  NEUROLOGICAL 
faintness 

X numbness  - 

convulsions 

change  in  handwriting 

trembles 

16.  MOOD 

X nervous  with  strangers 
.X  difficulty  making  decisions 
X lack  of  concentration  or  memory 

lonely  or  depressed 

cries  often 

hopeless  outlook 

X difficulty  relaxing 
X worries  a lot 

frightening  dreams  or  thoughts 

shy  or  sensitive 

X.  dislikes  criticism 

X loses  temper 

-n  . annoyed  by  little  things 

work  or  family  problems 

sexual  difficulties 

considered  suicide 

-X  desired  psychiatric  help 


When  your  patient  speaks  little  English  and  yourSpanish  is 
limited  or  nonexistent,  you  need  the  new  Rocom  Health  History 
Questionnaire  (Spanish).* 

The  uniqueness  of  this  new  Rocom  system  lies  in  the  fact 
that  the  questions  are  asked  in  Spanish,  but  you  read  the  answers 
in  English.  The  form  itself  does  the  “translating.” 

You  have  to  see  it  yourself  to  appreciate  the  ease  and 
completeness  of  this  new  history-taking  technique,  which  includes 
129  questions  covering  all  body  systems. 

'Created  and  developed  by  Patient  Care  Systems,  Inc. 


Division  of  Hoffmann  - La  Roche  Inc. 
Box  169,  Fairview,  New  Jersey  07022 


For  information  about  the  new  Rocom  Health 
History  Questionnaire  (Spanish)  and  other 
components  in  the  Rocom  Medical  Management 
System,  please  fill  out  the  coupon  and  send  it 
to  us. 

Name 


Specialty 


Address 


City State Zip 

MMS  • 1H 


it 


He  wont  resist 


Because  the  taste  is  good. 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


feeling  better  with 


Myianta 


® 


LIQUID 


MYIANTA 


TABLETS 


aluminum  and  magnesium  hydroxides  with  simethicone 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


When  your  diagnosis  is  seborrheic 
dermatitis  of  the  scalp,  the  classic  drug 
for  controlling  scaling  and  itching 
is  Selsun 


(SELENIUM  SULFIDE  LOTION) 


Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or 
irritation  may  result.  Avoid  application  to  inflamed  scalp  or 
open  lesions.  Occasional  sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  2 Vi%,  w/v  in  aqueous  suspension 
also  contains:  bentonite,  alkyl  aryl  sulfonate,  sodium  phos- 
phate, glyceryl  monoricinoleate,  citric  acid  and  perfume. 


ftl? 


. . . in  the  presence  of  spasm  or  hypermotility, 
gas  distention  and  discomfort, KIIVESED® 
provides  more  complete  relief: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899  | Pasadena,  Calif.  91109 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED® 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  ( Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  torso  is  distended  up  to 
sixty  per  cent  over  its  normal  size. . . 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


0 0 6 3 wm. 
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X-ray  provided  by  Manhattan  Eye,  Ear  and  Throat  Hospital 


Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. ' 

It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HC1  (clindamycin 
HC1  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50%  of  the  group, 
with  pneumococci  in  25%,  and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Significantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  erythromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports1 
have  shown  that  such  gram-positive 
bacteria,  which  most  often  are 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.1 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient's  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 

Please  see  following  page  for 
further  prescribing  information. 


I ® ® 150  mg  capsules 

Cleocin  Hci 

clindamycin  HCI  hydrate,  Upjohn 


nolds,  R.  C.,  et  al.:  Bull.  Johns  Hopkins  Hosp.  114:269, 1964 
ta  on  file,  Medical  Research  Department,  The  Upjohn  Company 
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Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2 %}  Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.1  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy. 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci. 

QeociriHci 

clindamycin  HC1  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCI  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCI  (clindamycin  HCI  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts-occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCI  (clindamycin 
HCI  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults.-  Mild  to  moderately  severe 
infections— 150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 
every  6 hours. 

Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections-16  to 
20  mg/kg/day  (8  to  10  mg/ib/day)  divided  into  three  or  four  equal  doses. 
Note:  With  |3-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 


or  glomerulonephritis. 

SUPPLIED:  150  mg  Capsu/es-Bottles  of  16's  and  1 00's.  75  mg  Capsules- 
Bottles  of  1 6's  and  100's.  Sensitivity  Disks- 2 Jig.  Sensitivity  Powder-Vials. 
For  additional  product  information,  see  your  Up[ohn  representative  or 
consult  package  insert.  MED  B-4-S  (LNU-3)  JA71-1565 

The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


Upjohn 


Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 


When  it’s  mandatory  to  keep  the  post- 
coronary patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  b.i.d.  to  q.i.d . can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 

Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery.  ▼ <g  • 

VallUm  (diazepam) 

For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
omplete  product  information,  a 
ummary  of  which  follows: 

Indications:  Tension  and  anxiety 
tates;  somatic  complaints  which  are 
oncomitants  of  emotional  factors; 
sychoneurotic  states  manifested  by  ten- 
ion,  anxiety,  apprehension,  fatigue, 
epressive  symptoms  or  agitation;  symp- 
omatic  relief  of  acute  agitation,  tremor, 
elirium  tremens  and  hallucinosis  due  to 
cute  alcohol  withdrawal;  adjunctively  in 
keletal  muscle  spasm  due  to  reflex 
pasm  to  local  pathology,  spasticity 
aused  by  upper  motor  neuron  disorders, 
thetosis,  stiff-man  syndrome,  convulsive 
isorders  (not  for  sole  therapy) . 

Contraindicated:  Known  hypersensi- 
vity  to  the  drug.  Children  under  6 
lonths  of  age.  Acute  narrow  angle  glau- 
ama;  may  be  used  in  patients  with  open 
ogle  glaucoma  who  are  receiving 
bpropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
atients.  Caution  against  hazardous 
xupations  requiring  complete  mental 
ertness.  When  used  adjunctively  in 
anvulsive  disorders,  possibility  of 
crease  in  frequency  and/or  severity  of 
and  mal  seizures  may  require  increased 
asage  of  standard  anticonvulsant 
edication;  abrupt  withdrawal  may  be 
isociated  with  temporary  increase  in 
equency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating) . 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 
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COIN  LESION,  PULMONARY:  IN  THE  SOUTHWEST 

(SOLITARY  PULMONARY  NODULES) 

C.  THOMAS  READ,  M.D. 


An  analysis  of  the  management  of  two  hun- 
dred solitary  pulmonary  nodules  or  coin  lesions 
between  1951  and  1971  was  done  by  the  author. 
From  the  number  of  reports  in  the  literature 
cited  it  is  apparent  that  the  solitary  nodule  form 
of  cancer  of  the  lung  is  a recognizable  disease 
entity.  From  this  study  one  concludes  that  solitary 
pulmonary  nodules,  observed  on  roentgenograms 
of  the  chest,  must  be  given  due  consideration  as 
being  neoplastic  despite  the  high  incidence  of 
Coccidiomycosis  in  the  part  of  the  Southwest  that 
these  cases  were  seen. 

One  should  not  glibly  think  that  a solitary 
pulmonary  nodule  observed  on  an  x-ray  exam- 
ination of  a chest  of  a resident  of  Phoenix  repre- 
sents a healed  granulomatous  ‘lesion.  A signifi- 
cant number  of  them  in  this  series  of  cases  were 
not. 


Many  reports  in  the  literature  attest  to  the 
malignant  nature  of  the  solitary  pulmonary  nod- 
ule or  “coin  lesion”  as  it  is  commonly  called. 
Usually  they  produce  few  if  any  symptoms  and 
frequently  are  found  on  a routine  chest  exam- 
ination. Since  they  are  potentially  malignant  and 
yet  quite  amenable  to  surgical  extirpation,  com- 
placency and  long  term  observation  without  fre- 
quent additional  examinations  are  not  justifiable. 
On  the  other  hand,  mass  removal  of  all  nodules 
of  the  lung  is  not  recommended  because  of  the 
associated  morbidity,  expense  and  possible  cal- 
culated risk  of  thoracotomy. 

In  an  area  where  Coccidioidomycosis  is  en- 
demic it  is  often  stated  by  many  clinicians  that 
the  majority  of  nodules  in  lungs  seen  in  Phoenix 
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and  the  Southwestern  part  of  the  United  States, 
would  most  certainly  prove  to  be  Coccidiodomy- 
cotic  in  origin.  Because  of  these  statements  and 
apparently  unfounded  opinions  this  survey  was 
brought  about. 

The  definition  of  a solitary  pulmonary  nodule 
varies  in  the  numerous  reports  available  and 
many  authors  have  attempted  to  define  coin 
lesions  by  suggested  criteria  which  include: 

1.  The  nodule  may  vary  in  size  (from  one  to 
six  centimeters ) or  shape  but  it  must  have  sharp- 
ly circumscribed,  although  not  necessarily  smooth 
borders. 

2.  The  density  is  surrounded  by  air  bearing 
lung  tissue  unless  it  is  obscured  by  other  struc- 
tures within  the  chest. 

3.  It  is  not  usually  associated  with  related  in- 
filtrations or  at  least  can  be  separated  from 
surrounding  pulmonary  densities  or  changes. 

4.  The  nodule  may  contain  radiographic  evi- 
dence of  flecks  of  calcium. 

5.  It  may  show  some  radiolucency  although 
the  main  body  of  the  tumor  is  of  a homogeneous 
nature. 

Although  the  solitary  nodule  offers  an  excel- 
lent prognosis  from  a standpoint  of  a curable 
form  of  pulmonary  malignant  neoplasm,  there 
remains  considerable  controversy  as  to  the  num- 
ber of  these  that  are  neoplastic.  A number  of  sur- 
gical reports  reveal  from  thirty  to  fifty  per  cent 
and  an  occasional  report  as  high  as  sixty  per 
cent  of  the  nodules  are  malignant. 

Ford10  in  1956  analyzed  some  seven  hundred 
and  twenty-nine  cases  from  various  series  and 
showed  an  average  of  36  per  cent  malignant  neo- 
plasms among  those  nodules  that  were  resected. 
Katz4  in  1961  similarly  reported  40  per  cent 
malignant  tumors  among  twenty-five  hundred 
and  forty-six  nodules,  and  in  a more  current 
series,  Steele15  in  1963  found  35  per  cent  ma- 
lignant nodules  among  eight  hundred  and  eighty- 
seven  patients  studied.  The  major  portion  of  each 
of  these  reports  was  composed  of  primary  tum- 
ors (Figure:  1).  One  article  from  the  German 
literature1  reports  resections  of  three  hundred 
and  twenty-six  solitary  pulmonary  nodules  of 
which  66  per  cent  were  malignant  neoplasms,  60 
per  cent  being  primary,  and  another  study2  of 
one  hundred  and  ninety-one  patients  revealed 


PUBLISHED  SERIES  of  RESECTED  NODULES 
FORD  1956 

729  36.0%  MALIGNANT  17.0%  PRIMARY 

KATZ  1961 

2546  40.0%  MALIGNANT  30.0%  PRIMARY 

STEELE  1963 

887  35.0%  MALIGNANT  31.0%  PRIMARY 

READ  1971 

200  33.5%  MALIGNANT  26.5%  PRIMARY 

Figure  1 

mailgnant  tumors  in  54  per  cent  of  the  cases;  45 
per  cent  of  which  were  bronchogenic  carcinomas. 
In  a world  review  in  1959  of  two  thousand  and 
fifty-seven  cases  Lindner  and  Jagdschian9  found 
31.9  per  cent  represented  malignant  tumors  of 
which  26.5  per  cent  were  primary. 

In  contradistinction  to  this  high  percentage  of 
figures  of  resected  malignant  neoplasms  report- 
ed by  the  surgical  groups  are  the  Public  Health 
reports  of  mass  chest  x-ray  surveys  which  in 
some  instances  disclose  only  about  3 per  cent 
of  those  persons  with  solitary  nodules  had  de- 
veloped clinical  lung  cancer  within  a five  year 
follow-up  period5’ 6.  However,  these  figures  were 
obtained  by  analyzing  data  from  all  age  groups. 
In  more  selected  age  groups  of  forty  years  and 
older  a larger  percentage  of  neoplastic  nodules 
are  found  on  x-ray  examination15’ 5.  In  addition  if 
more  rigorous  criteria  are  followed  and  a more 
precise  definition  applied  to  pulmonary  nodules 
the  percentage  of  malignant  neoplasms  rises 
even  more6. 

In  an  endemic  area  such  as  Arizona  and  the 
Southwestern  portion  of  the  United  States  there 
appears  to  be  a fairly  common  belief  that  most 
nodules  appearing  in  the  lungs  on  x-ray  examina- 
tion represent  healed  Coccidioidomycotic  granu- 
lomatous lesions.  This  is  indeed  a dangerous  at- 
titude particularly  when  applied  to  individuals 
forty  years  of  age  and  older.  In  a recent  clinical 
conference  review  by  Gracey,  Byrd,  and  Cugell11 
in  differentiating  benign  from  possible  malig- 
nant nodules  of  the  lung  the  following  state- 
ment was  made:  “The  geographic  area  from 
which  the  patient  originates  alters  the  likeli- 
hood of  finding  a malignancy.  Patients  from  the 
Southwestern  portions  of  the  United  States  have 
a higher  percentage  of  benign  lesions  compared 
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with  patients  from  other  areas  because  of  the 
high  frequency  of  Coccidioidal  pulmonary  gran- 
ulomas.’’ 

If  previous  x-rays  are  available  that  show  a 
lesion  without  enlargement  over  a period  of 
two  years,  or  if  there  was  an  initial  area  of 
pneumonitis  which  has  resolved  and  is  replaced 
by  a coin  lesion,  with  positive  skin  tests  for 
Coccidioidomycosis  and  particularly  if  the  pa- 
tient is  in  the  younger  age  group,  such  an  in- 
dividual may  be  safely  observed.  In  the  present 
study,  however,  there  were  ten  instances  of  posi- 
tive skin  tests  for  Coccidioidomycosis,  one  pa- 
tient with  positive  C.  F.  for  Coccidioidomycosis 
1:2  and  another  1:4  who  had  malignant  neo- 
plasms on  exploration. 

In  attempting  to  determine  whether  or  not  a 
lesion  is  benign  or  malignant  certain  criteria  are 
applied  as  follows:  Usually  a nodule  less  than  one 
centimeter  in  size  is  infrequently  recognized  in 
the  x-ray16,  or  it  may  be  found  only  in  retrospect, 
but  coin  lesions  are  usually  classified  as  from 
one  to  six  centimeters  in  diameter.  The  lesion  in 
the  neighborhood  of  six  centimeters  or  more  is 
probably  best  classified  as  a mass  lesion  rather 
than  a coin  lesion.  Such  massive  lesions  do  not 
carry  the  same  favorable  outlook  for  resected 
nodules  as  do  the  smaller  ones12.  It  is  the  au- 
thor’s opinion  that  if  the  lesion  is  six  centi- 
meters or  larger,  particularly  if  it  is  near  a fis- 
sure, and  even  though  the  fissure  may  not  be 
crossed  aggressive  treatment  including  pneu- 
monectomy should  be  considered  rather  than 
more  conservative  resection.  If  the  pulmonary 
reserve  is  questionable  then  a less  hazardous 
procedure  such  as  lobectomy  should  be  carried 
out.  Configuration  is  often  referred  to:  A round- 
ed density  rather  than  one  that  shows  less  well 
circumscribed  borders  and  one  that  might  have 
radiating  linear  strand  densities  extending  from 
it,  and  particularly  one  that  shows  umbilication 
—are  frequently  suspected  of  being  neoplastic. 
Also  the  degree  of  the  density  of  a tumor  is  con- 
sidered since  a granuloma  frequently  is  thought 
to  be  less  dense  than  more  solid  neoplastic  les- 
ions. It  is  not  unusual  to  resect  a graulomatous 
lesion  that  contains  liquid  material  although  on 
x-ray  it  appears  as  a solid  density.  If  rarefaction 
is  present  the  lesion  may  still  represent  a neo- 


plasm but  to  qualify  as  a coin  lesion  it  should  be 
essentially  homogeneous  rather  than  cavitary. 

Lesions  near  the  hilum  are  more  likely  to  be 
neoplastic  particularly  if  they  are  centrally  lo- 
cated within  the  lobe.  The  majority  of  granulo- 
matous lesions  are  peripheral  and  even  subpleur- 
al.  Granulomatous  lesions,  however,  can  be  sub- 
pleural  in  the  fissure  area  but  on  x-ray  examina- 
tion appear  to  be  fairly  centrally  located.  Prac- 
tically the  only  categorically  safe  distinction  as 
far  as  benignancy  is  concerned  is  the  discov- 
ery of  laminated  calcific  bodies  or  solid  calcium 
deposits  within  the  lung.  These  are  not  usually 
classified  as  solitary  pulmonary  nodules  but  are 
thought  of  as  literally  calcific  deposits  within 
the  lung  or  hilum.  The  so-called  “popcorn-ball” 
configurations  of  hamartomas  might  lead  one 
to  say  that  such  a lesion  is  more  than  likely  be- 
nign. 

Numerous  tests  can  be  performed  to  deter- 
mine the  origin  of  a nodule  such  as  skin  tests, 
serological  examinations,  cultures  and  cytologi- 
cal  studies  of  sputum  and  bronchial  secretions, 
bronchoscopy,  scalene  node  and  mediastinal 
lymph  node  biopsy,  percutaneous  needle  biopsy 
of  the  lesion13’ 14’  and  bronchial  brush  biopsy22. 

When  all  the  foregoing  considerations  are  ana- 
lysed they  may  prove  to  be  of  little  avail  and 
thoracotomy  may  be  necessary  to  achieve  an 
answer  to  the  origin  of  the  lesion. 

Although  resection  of  the  solitary  nodule  of- 
fers a good  prognosis  from  the  standpoint  of 
cure  if  the  lesion  proves  to  be  malignant,  such  is 
not  always  the  case.  A small  percentage  of  malig- 
nant nodules  explored  for  resection  will  be  found 
to  show  lymph  node  metastases  and  for  some 
resection  cannot  be  performed  even  though  the 
lesion  may  well  be  only  a centimeter  or  so  in 
diameter.  This  is  particularly  true  for  oat  cell 
or  undifferentiated  carcinoma.  Upper  lobe  no- 
dules can  be  further  evaluated  by  mediastinos- 
copy or  anterior  mediastinotomv.  The  latter  is 
particularly  applicable  to  left  upper  lobe  les- 
ions. If  positive  lymph  nodes  are  found  on  the 
contralateral  side  at  mediastinoscopy  or  if  the 
lesion  is  of  an  undifferentiated  or  oat  cell  type, 
resection  is  less  feasible  (depending  on  one’s 
surgical  philosophy  in  such  cases).  Cytological 
examination  of  the  sputum  is  usually  of  little 
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success  although  some  institutions  report  more 
postitive  results  with  this  than  others12. 

When  a solitary  nodule  is  discovered  and 
thought  to  be  possibly  metastatic,  a work-up  for 
a primary  site  is  of  little  avail,  time  consuming 
and  unrewarding,  unless  there  are  definite  symp- 
toms and  other  laboratory  findings  implicating  a 
certain  system,  or  if  the  patient  has  had  a previ- 
ous malignant  neoplasm  removed.  Some  authors, 
however,  suggest  that  finding  a metastatic  lesion 
may  point  to  the  primary  organ  involved. 


SOLITARY  PULMONARY  NODULES 


NEOPLASTIC 

PRIMARY  MALIGNANT 

METASTATIC 

BENIGN 


HAMARTOMA 

GRANULOMA 

MISCELLANEOUS 

TOTAL 


6 7 (33.5%) 

53  (26.5%) 

10  * ( 5.0%) 

4 


3 

127  (60%) 

3 

200 


MATERIAL  AND  METHODS 

The  present  study  consists  of  two  hundred 
solitary  pulmonary  nodules  or  coin  lesions  man- 
aged during  the  period  of  1951-1971  and  all 
but  four  were  resected  specimens.  The  four  ex- 
ceptions comprised  one  diagnosis  made  by  sca- 
lene node  biopsy,  and  three  by  mediastinoscopy. 
In  these  four  instances  after  the  diagnosis  of  ma- 
lignant neoplasm  was  established  resection  of  the 
involved  lung  was  not  considered  practical  for 
various  reasons. 


* Bladder  1 

Embryonal  1 
Bowel  2 

Breast  4 

Uterus  2 


Figure  3 


127  SOLITARY  PULMONARY  NODULES 
(Granulomas  ? Coccidioidomycosis) 


POS. 

NEG. 

NO  REPORT 

SKIN  TEST  (Cocci.) 

64 

40 

23 

SEROLOGY  (Cocci.) 

8 

51 

68 

All  of  the  patients  were  relatively  asympto- 
matic and  were  selected  and  operated  on  the 
basis  of  the  roentgenographic  appearance  of  the 
lesion  which  met  the  foregoing  criteria,  and  had 
all  the  characteristics  of  coin  lesion  as  related 
previously.  The  lesions  ranged  in  size  from  one 


ORIGIN  of  SOLITARY  THORACIC  NODULES 
(Coin  Lesions ) 


NEOPLASM 

MALIGNANT 

PRIMARY 

METASTATIC 

BENIGN 

MISCELLANEOUS 

HAMARTOMAS 

GRANULOMAS 

TUBERCULOSIS 

COCCIDIOIDOMYCOSIS 

HISTOPLASMOSIS 

SARCOID 

UNIDENTIFIED 

PNEUMOCONIOSIS 

(Plaque  Formation) 

COLLAGEN  DISEASE 
INTERLOBAR  FLUID 
HEMATOMA 
ATELECTASIS 
ANATOMICAL  DEFECTS 
SEQUESTRATION 
A . V . FISTULA 

PLEURAL  AND  CHEST  WALL  TUMORS 
MISCELLANEOUS 

Figure  2 


Figure  4 


centimeter  to  six  centimeters  in  diameter,  and 
there  were  only  two  of  the  latter. 

There  are  a number  of  established  origins  of 
the  solitary  pulmonary  nodules  that  appear  on 
roentgenographic  examinations  (Figure:  2).  The 
etiologies  of  the  nodules  in  this  study,  how- 
ever, were  not  quite  so  varied.  There  were  sixty- 
seven  neoplastic  nodules.  The  nonneoplastic  no- 
dules of  one  hundred  and  twenty-seven  granu- 
lomas, three  hamartomas,  one  instance  of  organ- 
izing penumonia,  one  bronchial  cyst  and  one  in- 
farct;—a total  of  one  hundred  and  thirty- three 
(Figure:  3).  All  the  granulomatous  lesions  re- 
moved were  examined  bacteriologically  and  in 
no  instance  was  a positive  tb  culture  found.  Be- 
cause of  the  lack  of  positive  tb  cultures  and  the 
lesions  having  met  the  gross  criteria  of  Coccidio- 
domycotic  granulomas,  those  that  did  not  have  a 
positive  skin  test  or  positive  culture  or  positive 
serology  for  Coccidioidomycosis,  were  neverthe- 
less considered  to  be  Coccidiodomycotic  in  ori- 
gin. Among  the  patients  with  granulomatous  no- 
dules sixty-four  had  positive  skin  tests  for  Cocci- 
dioidomycosis and  eight  had  positive  serologies 
for  Coccidioidomycosis  (Figure:  4). 

There  were  sixty-seven  neoplastic  lesions  re- 
sected of  which  fifty-three  were  primary  and 
ten  were  metastatic.  Among  the  non-malignant 
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neoplasms  were  two  adenomas  (many  authors 
now  classify  these  as  carcinomas),  and  two  neu- 
rofibromas (Figure:  3). 

The  sixty-seven  neoplastic  lesions  comprised 
33.5  per  cent  of  the  two  hundred  nodules  oper- 
ated, and  fairly  well  conforms  to  the  reported 
averages  (Figure:  1).  Of  the  fifty-three  primary 
malignant  neoplasms  thirty-nine  were  squamous 
cell,  nine  were  adenocarcinoma,  four  were  al- 
veolar and  one  was  oat  cell  (Figure:  5).  As  one 
would  expect  in  dealing  with  neoplastic  nodules 
the  number  of  males  predominated  over  fe- 
males. Among  the  primary  malignant  neoplasms 
there  was  a history  of  light  to  heavy  smoking  in 
fifty-one,  and  no  smoking  among  two,  and  these 
were  females.  The  age  distribution  followed  a 
rather  consistent  pattern  as  judged  by  other  re- 
ports with  major  portion  of  the  neoplastic  no- 
dules occurring  in  the  fifth,  sixth,  seventh  and 
eighth  decades  (Figure:  6). 

The  surgical  procedures  performed  on  the  neo- 
plastic lesions  were  lobectomy,  applied  in  forty- 
seven  cases,  seven  pneumonectomies  were 
deemed  necessary,  four  patients  were  explored 
but  not  resected,  and  three  patients  had  wedge 
resections  of  their  tumors;  one  was  leiomyo- 
sarcoma, (bilateral)  one  was  oat  cell  carcinoma 
and  one  was  adenocarcinoma. 

In  the  latter  two  instances  extensive  medias- 
tinal and  hilar  metastases  were  discovered  at 
thoracotomy.  The  benign  lesions  were  treated 
with  wedge  resection  in  one  hundred  and  seven 
instances,  segmental  in  eleven  and  lobectomy  in 
ten  (Figure:  7). 

Among  the  fifty-three  solitary  nodules  which 
were  primary  carcinoma,  there  are  twenty-four 
surviving  without  disease:  three  are  over  four 
years,  six  have  survived  up  to  fourteen  years;  two 
of  these,  however,  have  died  of  other  causes. 
Ten  patients  have  survived  with  disease,  one 
discovered  at  four  years  and  one  at  five  years, 
and  one  lived  twelve  years  before  recurrence 
(Figure:  8).  There  are  numerous  reports  of  five 
years  or  more  survival  time  after  removal  of 
this  type  of  a neoplasm15' 12. 

Although  numerous  published  reports  indicate 
that  the  prognosis  is  good  for  pulmonary  resec- 
tions for  metastatic  neoplasms20  in  this  series 
only  four  of  the  ten  patients  are  alive  without 
disease.  The  longest  survival  being  almost  six 
years.  There  are  three  living  with  disease  and 
three  died  within  twelve  months  or  less. 


PRIMARY  MALIGNANT  NEOPLASM 
SOLITARY  PULMONARY  NODULES 
(cell  type) 


SQUAMOUS  39 

ADENO  9 

ALVEOLAR  CELL  4 
OAT  CELL  1 

TOTAL  53 


Figure  5 


AGE  DISTRIBUTION  NEOPLASTIC  NODULES 


DECADE 

NUMBER  MALIGNANT  BENIGN 

METASTATIC 

FIRST 

SECOND 

THIRD 

1 

1 

FOURTH 

3 

1 

1 

1 

FIFTH 

11 

5 

2 

4 

SIXTH 

14 

14 

SEVENTH 

26 

22 

1 

3 

EIGHTH 

11 

10 

1 

TOTAL 

66 

52 

4 

10 

Figure  6 


SURGICAL 

PROCEDURES  PERFORMED 
SOLITARY  PULMONARY  NODULES 


NEOPLASTIC 

1 

PROCEDURES 
SCALENE  NODE  BIOPSY 

NON-NEOPLASTIC 

1 

3 

MEDIASTINOSCOPY 

3 

WEDGE  RESECTION 

107 

SEGMENTAL  RESECTION 

11 

47 

LOBECTOMY 

10 

7 

PNEUMONECTOMY 

1 

6 

EXPLORATORY 

( 2 Neurofibroma) 

3 

67  Total 

Figure  7 

133  Total 
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SURVIVAL  - PRIMARY  MALIGNANT 
SOLITARY  PULMONARY  NODULES 


Months  Months  Months  Months  Months  Months 
6-12  12-24  24-36  36-48  48-60  60  + 


SURVIVAL  WITHOUT  DISEASE  10  4 1 3 " 

(24) 

2-108 
1-  96 
1-  66 

SURVIVAL  WITH  DISEASE  4 3 1-48  1-60  1-144 

(10) 


DEAD 

(19)  8 5 3 3 

* Died  other  cause 
**  1 died  other  cause 
1 living 

Figure  8 


COMMENT 

As  opposed  to  this  study,  which  revealed  that 
33.5  per  cent  of  two  hundred  nodules  were  neo- 
plastic lesions,  26.5  per  cent  of  which  were  pri- 
mary, is  a report  by  Cohen,  Gale  and  Liston21  in 
this  same  Southwestern  area  with  data  consid- 
ered over  a ten  year  period.  Their  results  were 
obtained  from  four  by  four  inch  photoroentgen 
chest  films  taken  of  people  from  all  walks  of 
life,  age,  sex  and  occupation.  Four  hundred  and 
four  non-calcified  discreet  pulmonary  coin  les- 
ions were  found.  They  were  able  to  get  follow- 
up studies  on  one  hundred  and  two  cases  and  no 
carcinomas  were  reported.  This  prompted  an  ad- 
ditional survey  locally  and  at  the  Veterans  Ad- 
ministration Hospital  in  Phoenix  during  the  same 
study  period  namely,  1959-1968,  seventy -seven 
such  cases  were  found.  Twenty  or  26  per  cent 
were  proven  malignant,  fifty-seven  were  benign, 
fifty  cases  were  Coccidioidomycotic  in  origin  and 
four  were  reported  as  non-specific  benign  granu- 
lomas. A similar  review  by  the  author  of  a period 
from  1987-1970,  at  St.  Joseph’s  Hospital  in  Phoe- 
nix, showed  ninety-five  coin  lesions  operated, 
fifty-two  of  these  were  granulamatous.  Forty- 
three  were  neoplastic  and  thirty-three  of  these 
were  primary  carcinomas.  This  indicates  that  over 
40  per  cent  of  the  coin  lesions  operated  at  the 
latter  institution  in  those  years  were  neoplastic. 

It  is  very  possible  that  the  coin  lesions  referred 
to  the  surgeons  are  a select  group.  Age  groups 
also  are  rather  selective  in  that  mostly  adults  are 
seen  and  operated.  In  this  study  excluding  one 
child  operated  at  the  age  of  eight,  all  the  other 
operations  occurred  in  the  third  to  the  eighth 
decade  with  only  eight  cases  in  the  third  and  all 
the  rest  in  older  age  groups.  In  one  mass  chest 
x-ray  study  by  McClure  et  al6  the  majority  of 
their  cases  were  below  forty-four  years  of  age 


and  many  were  from  twenty-four  up  to  thirty  and 
forty.  It  is  apparent  that  the  age  groups  con- 
sidered have  a great  bearing  on  the  incidence 
of  neoplasms  among  coin  lesions.  In  Steele’s15 
series  there  were  four  hundred  twenty-six  asymp- 
tomatic patients  operated  for  solitary  pulmon- 
ary nodules  over  the  age  of  fifty,  and  56  per 
cent  of  these  were  found  to  be  malignant.  51 
per  cent  were  primary  carcinomas  of  the  lung. 
46  per  cent  of  the  nodules  in  patients  forty-five 
years  of  age  and  older  were  malignant. 

When  one  is  confronted  with  the  decision  to 
explore  a patient  with  a solitary  pulmonary  no- 
dule, after  all  studies  have  been  analyzed  and 
reviewed,  one  must  decide  when  such  an  opera- 
tion should  take  place.  Evaluation  by  the  theory 
of  the  doubling  time  of  a tumor  mass  or  nodule 
might  then  be  applied.  This  is  particularly  applic- 
able to  suspected  metastatic  lesions.  Documen- 
tation is  facilitated  if  previous  x-rays  are  avail- 
able for  comparison,  if  not  repeat  x-rays  must  be 
reviewed  at  three  week  intervals  to  establish  a 
base  line  of  growth  or  enlargement.  In  consider- 
ing doubling  time  of  neoplasm  it  is  to  be  noted 
that  when  the  volume  of  a tumor  with  a diameter 
of  one  centimeter  doubles  the  diameter  increases 
to  1.26  centimeters  because  the  diameter  of  a 
sphere  increases  as  the  cube  root  of  the  volume. 
It  is  also  to  be  noted,  if  a neoplasm  one  centi- 
meter in  diameter  increases  to  two  centimeters 
the  volume  has  increased  eight  times  and  there 
has  been  three  doubles. 

The  work  of  Collins  et  al18  and  Nathan  and 
Collins  8,  points  to  the  value  of  this  modality  of 
observation.  Joseph,  Morton  and  Adkins19  have 
applied  this  theory  in  a retrospective  study  and 
reached  definite  conclusions  in  the  management 
of  metastatic  lesions.  They  suggest  such  technics 
as  a method  of  approaching  primary  tumors  of 
the  lung  as  well.  The  concept  of  the  exponential 
growth  of  cancer  at  a constant  rate  advanced  by 
these  authors  implies  that  the  growth  rate  of  a 
tumor  is  expressed  as  doubling  time  which  is  de- 
termined from  the  calculated  volume  of  the  given 
pulmonary  nodule  at  successive  observations  at 
known  intervals  of  time.  The  determination  of 
doubling  time  has  been  simplified  by  the  use 
of  semi-logarithmic  graph  paper.  Enlargement 
of  a non-neoplastic  nodule  may  occur  but  their 
mechanisms  of  growth  are  not  the  same  as  for 
neoplasm  and  would  not  be  expected  to  result 
necessarily  in  exponential  growth  at  a constant 
rate.  Although  benign  lesions  including  granulo- 
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mas,  abcesses,  infarcts  and  so  forth  may  enlarge 
they  do  not  do  so  by  cell  division.  Observations 
in  change  or  lack  of  change  in  the  size  of  a no- 
dule may  therefore  demonstrate  that  the  pattern 
of  growth  is  not  that  of  malignant  tumor8. 

Joseph  et  aF9  in  their  study  have  shown  that 
malignant  tumors  regardless  of  origin  that  have 
a doubling  time  of  twenty  days  or  less,  pre- 
cludes any  hope  for  the  patient,  with  any  treat- 
ment, and  most  are  dead  within  six  to  nine 
months.  The  patients  who  have  doubling  time 
of  tumors  of  twenty  to  forty  days  have  a slightly 
better  prognosis  and  many  of  those  with  doubling 
times  of  over  forty  days  will  likely  have  a five 
year  cure  rate  after  operation.  Weiss,  Boucot  and 
Cooper17  noted  that  early  detection  and  early 
resection  were  not  necessarily  associated  with 
prolonged  survival  after  the  resection.  They 
suggest,  furthermore,  that  it  is  indeed  prob- 
able that  the  growth  rate  of  a neoplasm  deter- 
mines its  curability  rather  than  its  size  or  the 
type  and  time  of  surgery.  Those  patients  with- 
out symptoms  also  fare  better17, 15.  Garland  et  al7 
in  discussing  the  rate  of  growth,  and  apparent 
duration  of  untreated  primary  bronchial  carcin- 
oma were  quoted  as  saying  “A  lesion  that  has  not 
increased  in  size  over  a two  year  period  or  re- 
quires less  than  one  month  or  more  than  sixteen 
months  to  double  in  volume  is  probably  benign.” 
Certain  types  of  tumor  metastases,  however,  such 
as  choriocarcinoma  or  osteogenic  sarcoma  may 
double  in  one  month’s  time.”  The  primary  sites 
of  the  latter  tumors,  however,  become  manifest 
early  in  the  course  of  their  progress  and  spread. 
The  patients  who  do  not  have  surgery  and  remain 
asymptomatic  should  have  x-rays  every  three  to 
four  weeks  for  a period  of  at  least  one  year  and 
then  at  two  to  three  month  intervals  for  another 
year. 

An  interesting  observation  by  Weiss  et  al17  re- 
lated to  the  problem  of  coin  lesions  suggests 
that  a coin  lesion  may  be  a particular  form  of 
cancer  or  may  well  be  a stage,  in  the  natural  his- 
tory of  lung  cancer  in  certain  individuals  with 
special  immunological  responses  to  malignancy 
just  as  a solitary  nodule  due  to  Tuberculosis, 
Coccidioidomycosis  or  Histoplasmosis  is  seen 
only  in  patients  with  certain  resistence  to  those 
diseases  that  prevent  them  from  progressing. 

It  would  appear  from  this  study  that  despite 
the  high  incidence  of  Coccidioidomycosis  in  the 
Southwestern  part  of  the  country,  particularly 
within  the  boundries  of  Phoenix  one  should  not 


glibly  think  that  solitary  pulmonary  nodules  ob- 
served on  x-ray  examination  of  the  chest  repre- 
sent healed*  granulomatous  lesions.  Due  consid- 
eration must  be  given  them  as  representing  pos- 
sible neoplasms.  If  a patient  is  forty-five  years  of 
age  or  older,  and  benignancy  cannot  be  estab- 
lished, exploration  should  be  considered,  since 
the  solitary  pulmonary  nodule  that  is  malignant 
neoplasm  offers  a rare  opportunity  of  cure  when 
resected.  Steele3  has  reported  37  per  cent  five 
year  survival  for  patients  operated  with  this  form 
of  malignancy  and  this  has  been  matched  in 
other  studies12.  When  one  considers  the  poor 
prognosis  overall  for  carcinoma  of  the  lung  such 
results  are  indeed  impressive. 

From  the  numerous  reports  on  the  subject  ap- 
pearing in  the  literature  one  gets  the  impression 
that  the  solitary  nodular  form  of  cancer  of  the 
lung  is  asserting  itself  as  a recognized  disease 
entity. 
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Vaguely  recognized  and  seldom  documented 
are  the  different  types  of  impersonation. 

The  word  comes  from  the  Latin,  persona,  the 
mask  identifying  the  actor  in  the  ancient  theater 
and  amplifying  his  voice  like  a megaphone. 
Jung1  used  the  term,  persona,  to  denote  the 
“ad  hoc”  attitudes  which  the  individual  assumes 
in  meeting  the  requirements  of  a given  situation 
or  the  expectations  of  the  environment. 

Impersonations  can  be  classified  according  to 
their  degree  of  consciousness  and  according  to 
their  motivation. 

1.  Paranoids.  Delusional  impersonations  are 
cartooned  in  the  Napoleon  figures  of  advanced 
paranoia  or  in  those  who  adopt  what  they  imag- 
ine to  be  the  appearance  and  sexless  innocence  of 
Christ.  A borderline  case  is  that  of  an  asthenic 
youth  of  sixteen  who  began  wearing  a black  hat 
and  smoking  cigars.  He  was  playing  gangster 
and  he  hinted  that  he  was  somehow  involved 
in  sinister  doings.  He  confused  masculinity  with 
aggression. 

A colleague  of  quite  ordinary  scholarship  and 
skill  demanded  but  could  not  earn  special  recog- 
nition. He  began  posturing  as  a kind  of  mystic. 
He  wore  a bemused  expression,  smoked  airily 
through  a long  cigarette  holder,  walked  always 
with  his  hands  clasped  behind  his  back.  He  in- 


curred ridicule  which  he  then  ascribed  to  envy 
or  jealousy;  and  the  mechanisms  of  paranoia 
were  fully  engaged. 

2.  Impersonations.  There  is  an  unidentified 
area  between  delusional  systems  on  the  one  side 
and  malingering  on  the  other.  The  impersonator 
differs  from  the  hysteric  in  the  degree  of  con- 
sciousness of  his  role-playing  and  in  the  fact 
that  it  becomes  his  whole  way  of  life.  The  imper- 
sonator differs  from  the  imposter  in  that  his  mo- 
tives are  not  so  calculatedly  fraudulent  and  his 
compensations  are  other  and  more  than  mone- 
tary. 

Cases  of  impersonation  are  especially  common 
in  medico-legal  and  industrial  settings. 

When  an  overcompensated  individual  sees  a 
widening  gap  between  reality  and  his  conceit  he 
will  need  an  illness  of  preferably  a compensable 
disability  to  save  face.  Especially  vulnerable  are 
those  whose  occupational  identities  are  the  ex- 
ternalizing and  validation  of  their  virility:  iron- 
worker, truckdriver,  oil  field  roughneck.  Many 
cases  of  simulated  disability  are  impersonations 
and  are  misleadingly  termed  neurotic  or 
hysterical. 

Impersonation  rather  than  hysteria  can  also  be 
suspected  in  some  cases  of  amnesia  or  fugue  or 
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multiple  personalities.  In  hypnosis,  too,  there 
often  seems  to  be  an  element  of  collusion  on  the 
part  of  the  subject  who  wants  the  attention  and 
does  not  wish  to  disappoint  the  hypnotist  or  the 
audience. 

A thirty-six-year-old  man  has  had  a minor  low 
back  sprain  and  is  now  seeking  total  and  per- 
manent disability  compensation.  He  is  a well 
known  figure  at  every  patriotic  rally,  marching 
near  the  front  of  the  parade,  bravely  dragging  his 
intact  right  leg.  His  military  record  shows  that 
within  three  months  he  had  been  discharged  as 
unsuitable  and  undesirable.  He  is  an  “as  if”  char- 
acter, not  entirely  self-deceiving  but  mostly 
playing  to  an  audience. 

A forty-four-year-old  pilot  presents  a kind  of 
“broken  wing”  syndrome.  He  is  without  infirmity 
or  disease.  But  he  is  using  that  commonest  of 
props,  a cane.  He  seems  rather  pale  and  wan 
and  short  of  breath.  He  is  very  polite,  almost 
deferential,  and  his  smile  is  wistful  and  forgiv- 
ing. He  hints  that  he  has  survived  a series  of 
heroic  adventures.  Actually  he  has  always  failed 
to  live  up  to  his  romantic  self-image.  And  now 
he  is  playing  the  role  of  the  fallen  aviator. 

3.  Imposters.  These  are  psychopathic  person- 
alities. Doctor  Phyllis  Greenacre2  made  the 
sharp  point:  “An  imposter  is  not  only  a liar,  but 
a very  special  type  of  liar  who  imposes  on  others 
fabrications  of  his  attainments,  position  or  world- 
ly possessions.” 

The  imposter  is  better  known  to  history  and 
the  newspapers  and  courts  than  to  psychiatry. 
For  social  as  well  as  psychological  reasons  most 
notorious  imposters  have  been  male.  Plagiarism 
is  a sub-type,  as  forgery  is  a token. 

4.  Actors.  Conscious  impersonation,  of  course, 
is  the  normal  role-playing  of  the  actor.  A sub- 
type,  still  deliberate  but  morbid,  is  the  female 
impersonator  on  stage  or  the  transvestite  who 
goes  in  “drag”  to  the  homosexual  bars. 

5.  Normal.  Some  slight  and  occasional  affecta- 
tion is  surely  within  normal  limits.  Different  oc- 
cupations lend  themselves  to  different  costum- 
ings  and  poses:  the  defense  attorney,  the  execu- 
tive, the  cowboy,  the  hard-hat.  The  movies  and 
television  engender  more  and  more  stereotyping, 
and  the  audience  will  partly  imitate  the  hero  or 
heroine.  Overdue  for  study  are  the  psychological 
risks  inherent  in  the  fact  that  the  successful  poli- 
tician is  always  on  stage. 

There  is  a constellation  of  developmental  in- 
fluences common  to  cases  of  impersonation.2’ 3’ 4 


The  mechanisms  will  be  generalized.  The  father 
abused,  .ignored  or  simply  abandoned  the  boy 
or  otherwise  failed  to  provide  an  example.  Un- 
able to  “identify”  with  a masculine  model,  the 
boy  grows  up  without  a solid  sense  of  his  own 
male  self. 

Meanwhile  and  more  significantly  the  mother 
is  overprotective,  overindulgent.  When  she  treats 
the  boy  like  a little  prince  he  will  come  to  expect 
royal  treatment  from  others.  And  if  she  antici- 
pates and  gratifies  his  every  need,  without  his 
having  to  earn  or  deserve,  then  his  narcissistic 
demands  will  sorely  outweigh  his  achievements. 
So  the  impersonator  will  not  earn  a man’s  real 
place  in  the  world  of  men.  Instead  he  will 
assume  some  romantic  or  theatrical  pseudo- 
identity and  seek  his  comfort  from  women. 

If  an  individual  unfortunately  comes  from 
such  a background  and  hence  cannot  find  his 
own  identity,  then  the  lesson  is  obvious.  It  is 
of  paramount  importance  for  him  to  construct 
an  adult  image  by  way  of  a careful  choice  of 
his  occupation.  Best  for  this  purpose  are  those 
vocations  (literally  callings)  which  sanction  the 
wearing  of  a uniform  or  which  bear  a title: 
priest,  policeman,  army  officer,  doctor.  Or  by 
reaching  genuine  recognition  in  some  field  of 
endeavor,  the  individual  can  at  last  make  a name 
for  himself. 

The  self-made  man  can  be  unselfconscious  and 
quite  confident  and  effective  when  he  is  in 
public  or  on  duty  or  psychologically  in  uniform. 
Away  from  his  acquired  identity,  however,  he 
will  still  be  basically  unsure  of  himself.  He  ought 
not  blame  himself  too  harshly  or  be  blamed  if 
in  private  he  is  sometimes  alternately  timid  or 
blustering.  Off  duty  he  will  be  subject  to  moods 
of  gloomy  apprehension  and  self-doubt.  He 
should  understand  and  accept  his  awkwardness 
in  friendship  and  his  lack  of  familiarity  with 
other  men.  He  should  expect  to  be  more  com- 
fortable with  women  and  more  inclined  to  make 
demands  on  them. 

Fortunately  these  problems  all  diminish,  not 
in  time  but  in  proportion  to  the  dedication  of  the 
individual  to  his  work.  A final  caution:  A man 
who  has  had  to  construct  an  identity  in  adult 
life  had  better  consider  the  probability  of  some 
regression  when  he  retires. 

1.  Jung  Carl  G.,  “Psychological  Types,”  Harcourt,  Brace  and 
Company,  New  York.  1923. 
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3.  Deutsch.  Helene,  “The  Imposter,”  The  Psychoanalytic 
Quarterly  Volume  24,  No.  4,  1955. 

4.  DuPont,  Robert  L.,  “The  Imposter  and  His  Mother,”  The 
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INADVERTENT  INTRA-ARTERIAL 
INJECTION  IN  DRUG  ABUSE 
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PETER  J.  WHITNEY,  M.D.,  FACS 
Tucson,  Arizona 

In  this  age  of  drug  use  and  drug  abuse,  this 
is  a timely  article.  A patient,  as  described  in  this 
well  written  article,  could  present  himself  in 
any  medical  office.  Emphasis  on  the  history  is 
pertinent,  but  in  turn  immediate  attention  by  a 
well  qualified  vascular  surgeon  is  imperative. 
Doctor  Whitney  is  to  be  congratulated  on  his  very 
clear-cut,  concise  article. 

Intro-arterial  injections  have  appeared  in  the 
medical  literature  in  the  past  primarily  as  mis- 
adventures in  medication  and  anesthesia.  With 
the  growth  of  the  drug  culture,  it  is  being  seen 
more  frequently  in  hospital  emergency  rooms 
and  physicians’  offices  due  to  self-administra- 
tion. The  following  case  illustrates  a typical  ex- 
ample. 

S.  M.,  a 16  year  old  white  female  was  seen  in 
the  Emergency  Room  in  the  early  morning  after 
being  brought  in  by  her  mother.  She  gave  a 
history  of  injecting  methadone  into  her  right 
antecubital  fossa  approximately  12  hours  before. 
There  was  an  immediate,  severe,  burning  pain 
that  radiated  down  her  arm  to  the  hand.  The  low- 
er arm  became  blanched  and  numb.  She  discon- 
tinued the  injection  after  several  mis,  but  the 
pain,  coldness  and  numbness  continued.  She 
went  home,  and  on  arriving  there,  found  the 
arm  hot,  beginning  to  swell  and  exquisitely  sen- 


sitive.  This  situation  continued  overnight  until 
she  confessed  the  incident  to  her  mother,  who 
brought  her  to  the  hospital. 

Examination  revealed  a swollen,  erythematous, 
hot  forearm  with  bounding  brachial,  radial  and 
ulnar  pulses,  normal  venous  tone,  and  a claw- 
hand  position.  It  was  markedly  sensitive  to  light 
touch  and  movement.  Sensory  discrimination  was 
poor.  Aside  from  a slight  fever,  there  were  no 
systemic  symptoms  or  signs. 

She  was  admitted,  the  arm  swathed  for  pro- 
tection on  a splint  in  the  position  of  function, 
and  placed  on  bed  rest  with  arm  elevation  above 
heart  level.  She  was  commenced  on  oral  Pris- 
coline. 

In  several  hours,  skin  petechiae  began  to  ap- 
pear over  the  distal  arm  and  hand.  The  swelling 
continued.  The  pulses  at  the  wrist  became  faint. 
A cervical  block  was  carried  out  with  some  re- 
lief of  the  pain  and  a return  of  fuller  pulses. 

The  patient  was  then  started  on  heparin  and 
low-molecular  weight  dextran.  The  pulses  be- 
came stable  at  a slightly  less  full  level  and  re- 
mained so. 

Over  the  next  few  days,  the  edema  and  ery- 
thema and  rubor  subsided  leaving  the  hand  and 
arm  slightly  pale,  cool,  sensitive,  and  with  dif- 
fuse loss  of  sensory  discrimination.  The  claw- 
hand  position  persisted  despite  splinting,  and 
loss  of  intrinsic  muscle  function  began  to  ap- 
pear. Initially,  physiotherapy  did  not  reverse 
this.  The  patient  was  discharged  after  12  days 
with  a right  hand  which  was  capable  of  only 
gross  movements. 

Continued  physiotherapy  produced  slight  im- 
provement, but  the  wasting,  lack  of  fine  sensa- 
tion, and  limitation  of  motion  persisted.  Accord- 
ingly, she  was  readmitted  ten  weeks  after  the 
initial  injury  and  the  forearm  explored  with  sub- 
cutaneous transplantation  of  the  median  and 
ulnar  nerves. 

Persistent  physiotherapy,  psychiatric  counsel- 
ing, and  close  followup  went  on  for  the  next 
year.  At  the  end  of  that  time  the  patient’s  hand 
had  returned  to  essentially  normal  function. 

DISCUSSION 

History  in  these  cases  is  characteristic.  The 
injection,  followed  by  intense  burning  pain, 
blanching,  and  numbness,  immediately  suggests 
intra-arterial  or  para-arterial  injection.  Frequent- 
ly, there  is  a delay  in  seeking  aid.  Only  the 
progression  of  the  injury  bringing  the  patient  to 
the  physician. 


Physicial  findings  vary  with  the  time  interval. 
If  seen  shortly  after  injection,  a numb,  pale,  cold, 
insensitive,  hand  and  arm  are  found.  This  may 
persist,  or  petechiae,  hyperesthesia  and  edema 
may  develop.  Frequently,  the  pulses  return,  the 
arm  becomes  hot  and  swollen,  and  touch  is  ag- 
onizing, very  suggestive  of  a severe  infection. 
Even  later,  the  picture  suggests  phlegmasia  ceru- 
lea  dolens  as  seen  in  lower  leg1, 2.  Not  all  patients 
progress  through  all  stages.  Continued  loss  of 
distal  pulses  suggests  proximal  large  vessel 
thrombosis. 

The  Laboratory  does  not  aid  much  in  this 
problem.  Selective  arteriography  or  venography 
may  help  differentiate  between  massive  venous 
thrombosis  with  secondary  arterial  embarrass- 
ment and  primary  arterial  involvement. 

Certain  anatomical  anomalies  tend  to  intra- 
arterial injection1, 2.  In  some  10%  to  13%  of  the 
population,  the  brachial  artery  divides  higher 
than  normal.  In  these  cases,  almost  all  have  an 
ulnar  artery  which  runs  superficially  over  the 
muscle  masses.  It  is  this  vessel  that  most  fre- 
quently is  injected.  At  the  wrist,  the  radial  artery 
is  the  most  common  site.  Nor  is  it  always  possible 
to  palpate  a pulse,  even  when  skilled.  The  flow 
of  blood  into  the  syringe  may  not  show  a pulse 
or  look  particularly  bright  red. 

The  injury  may,  however,  be  less  in  people 
with  a high  division  of  the  brachial  artery,  since 
the  muscles  are  usually  supplied  by  the  volar 
interosseous  in  local  fashion.  In  these  cases,  this 
comes  most  frequently  off  the  radial  artery. 
Damage  depends  on  the  distribution  of  the  drug, 
and  may  be  primarily  the  skin,  the  muscles,  or 
the  hand,  with  any  combination.  Whatever  the 
combination,  the  injury  may  lead  to  functional 
or  actual  amputation  of  the  hand  or  forearm. 
Without  functioning  sensory  and  motor  nerves 
and  muscles,  the  affected  arm  becomes  a useless 
appendage.  If  the  blood  supply  is  sufficiently  im- 
paired, gangrene  can  be  the  consequence,  either 
of  a part  or  of  the  whole. 

The  pathology  involved  here  is  not  due  in  the 
main  to  vascular  spasm.  Spasm  does  occur  early 
and  contributes,  but  it  lasts  but  briefly.  It  may 
recur  secondarily  as  the  pain  grows  more  in- 
tense with  ischemia. 

Most  of  the  damage  follows  chemical  injury 
to  the  vessel  intima  by  the  drug  which  then  leads 
to  thrombosis.  Severe  alterations  in  pH  or  osmo- 
lality do  not,  of  themselves,  seem  enough,  since 
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angiography  is  well  tolerated  usually,  and  solu- 
tions adjusted  to  the  pH  of  pentothal  do  not 
cause  the  lesion. 

In  large  vessels,  the  intimal  damage  leads  to 
platelet  adhesion  and  thrombosis.  In  small  ves- 
sels and  the  microcirculation,  mechanical  plug- 
ging occurs.  The  level  of  damage  in  the  vessel 
is  controlled  by  the  backwash  of  the  injection 
to  the  next  most  proximal  major  branch. 

On  occasion,  but  less  often  than  arterial  injec- 
tion, chemical  irritation  leads  to  massive  venous 
thrombosis  with  secondary  embarrassment  of  the 
arterial  supply.  If  the  chemical  enters  the  muscles 
in  sufficient  quantity  or  major  arterial  throm- 
bosis occurs,  an  ischemia  similar  to  Volkmann’s 
can  occur.  Nerve  and  muscle  damage  is  the  ulti- 
mate outcome. 

Since  the  major  problem  is  intimal  damage 
and  thrombosis,  therapy  must  be  directed  to 
these  processes.  The  use  of  cervical  or  brachial 
blocks  may  initially  relieve  such  spasm  as  is 
present,  encourage  smaller  tributaries,  and  later 
reduce  the  pain  and  its  accompanying  spasm1’ 2’ 8. 
These  should  be  attempted  early. 

Elevation,  to  reduce  tissue  edema  and  venous 
pooling,  protective  swathing,  to  stabilize  tem- 
perature changes,  and  minimal  active  hand  ex- 
ercises to  encourage  venous  and  lymphatic 
drainage  are  indicated.  Splinting  the  wrist  in 
position  of  function  is  protective1’ 2. 

Anticoagulation  with  heparin  and  later  with 
coumadin  have  been  proven  effective8.  A new 
modality  under  investigation  by  Wlicox  et  al  is 
the  use  of  thrombolytic  agents,  and  it  may  well 
prove  to  be  the  best  route10.  Anticoagulation  and 
nerve  blocks  are  mutually  exclusive,  so  the  blocks 
should  be  attempted  early.  Low  molecular  weight 
dextran  probably  helps  to  protect  the  micro- 
circulation9. 

Pain  medication  should  be  used  as  indicated 
in  order  to  encourage  active  movement  and 
minimize  secondary  spasm2’ 8. 

At  least  one  author  has  found  corticosteroids 
of  use,  although  the  mechanism  is  not  clear9.  Its 
use,  however,  was  in  conjunction  with  heparin, 
and  no  controlled  single  usage  has  been  re- 
corded. 

“Forcing”  collateral  circulation,  either  early  or 
late,  does  not  seem  to  affect  the  outcome2.  This 
modality  uses  increased  temperature  to  the  body 
or  other  extremities  to  cause  reflex  dilatation 
and  encourage  collateralization. 


Surgical  intervention  to  strip  the  artery  at  the 
site  of  injury  and  release  spasm  has  been  used3. 
This  method  has  been  virtually  abandoned. 

Direct  surgical  attack  on  the  vessel  follows  the 
methods  employed  in  other  types  of  arterial 
thrombosis.  Thrombectomy,  with  or  without 
patch  graft,  and  resection  of  the  damaged  seg- 
ment with  end-to-end  anastamosis  or  venous 
graft  are  useful  in  appropriate  cases.  As  in  other 
forms  of  thrombosis,  they  do  not  restore  the  small 
vessel  circulation. 

In  those  arms  demonstrating  a large  compon- 
ent of  swelling,  fasciotomy  has  proven  very  use- 
ful in  preserving  function6.  It  should  be  per- 
formed early6’ 7 . Nerve  transplants  can  be  per- 
formed at  the  same  time,  or  they  can  be  per- 
formed as  a staged  procedure  after  the  acute 
process  has  subsided7. 

Although  the  injury  is  vascular,  the  therapeutic 
aim  is  to  preserve  sensation  and  motor  function. 
To  this  end,  considerable  judgment  is  needed  to 
make  certain  that  the  chosen  therapeutic  mo- 
dality will  protect  against  nerve  and  muscle 
ischemia,  and  that  the  functional  usefullness  of 
the  hand  is  constantly  kept  in  mind. 

As  a late  sequela,  these  arms  can  develop 
marked  vascular  instability,  similar  to  a cold  in- 
jury. In  these  cases,  dorsal  sympathectomy  is  of 
some  value2. 

For  the  permanently  injured  arm,  release  of 
contractures,  excision  of  scarred  muscle,  and 
tendon  transplants  each  must  be  employed  to 
improve  function.  Lastly,  appropriate  amputa- 
tions may  be  required. 

SUMMARY 

Intra-arterial  injections  among  drug  abusers 
are  becoming  more  prevalent.  A typical  case  is 
presented.  Methods  of  therapy  are  discussed  and 
evaluated. 
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EMERGENCE 


The  learned  professions  (theology,  law,  medi- 
cine) are  round  shouldered  with  meekness.  We 
have  been  loath  to  lift  up  our  gaze  from  evolu- 
tionary theory  and  evolutionary  methods.  The 
technical  term  is  emergence:  “the  appearance 
at  different  levels  of  wholly  new  and  unpredict- 
able characters  or  qualities  through  a rearrange- 
ment of  pre-existent  entities.” 

As  distinguished  from  creative  science,  emer- 
gence implies  that  little  can  be  known  and  no 
principles  will  be  recognized  until  after  the  fact. 
Experimentation  is  not  encouraged  and  predic- 
tion is  suspect. 

Working  with  this  orientation  is  like  publish- 
ing a newspaper  or  writing  history.  Examples  of 


emergence  would  include  statistics,  archeology 
and  anthropology,  linguistics,  psychoanalysis  and 
the  common  law. 

Well,  did  it  take  more  than  three  hundred 
years  to  come  to  the  conclusion— note  the  term, 
conclusion— that  cigarette  smoking  is  hazardous 
to  health?  ( Scratch  the  honorific  “surgeon  gen- 
eral,” please. ) Long  before  we  were  born  people 
were  already  referring  to  cigarettes  as  “coffin 
nails.”  Similarly  just  one  whiff  of  the  acrid  smoke 
of  marijuana  is  sufficient  evidence  that  it  will 
be  very  abrasive  to  the  tissues  and  organs  of  res- 
piration. Why  do  we  not  say  so  before  the  dam- 
age is  done? 

The  public  urgently  needs  to  be  told  which 
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drugs  and  which  toxins  will  pass  the  great  bar- 
riers, the  placental  filter  and  that  between  the 
blood  and  the  cerebrospinal  fluid.  People  are 
taking  certain  kinds  of  tranquilizers  which  are 
like  putting  peanut  butter  in  the  carburetor  of  a 
fine  machine.  Not  until  too  late  have  the  young 
people  learned  that  exposure  to  amplified  noise 
has  damaged  their  hearing.  We  surely  knew 
these  things  in  advance. 

A doctor  of  physical  medicine,  any  coach  for 
that  matter,  could  tell  us  the  main  reason  for  so 
many  traffic  fatalities.  It  is  the  predictable  fact 
that  only  about  twenty  percent  of  adults  have 
the  combination  of  coordination  and  tempera- 
ment required  for  the  safe  operating  of  any 
vehicle  that  will  go  more  than  twenty-five  miles 
an  hour.  Would  not  the  best  qualified  pilot  have 
a heart  attack  if  planes  came  hurtling  at  him 
and  alongside  him  as  cars  do  in  everyday  traffic? 

There  is  almost  a conspiracy  of  silence  about 
our  knowledge  of  conditioned  reflexes  as  it  re- 
lates to  habit  and  addiction.  The  doctor  encour- 
ages his  nervous  or  anginal  patient  to  take  a 
drink  of  whiskey  in  order  to  relax.  What  a dan- 
gerous equation!  The  linkage,  whiskey— relaxa- 
tion, is  rapidly  forged;  and  very  soon  the  thought 
of  being  able  to  relax  without  whiskey  will  be 
unimaginable. 

Opposite  to  emergence,  for  a most  important 
example,  is  genetic  counselling,  long  overdue 
Huntington’s  Chorea  and  similar  neurologic  de- 
generations ought  long  since  to  have  been  ex- 
tinguished, and  so  should  hereditary  types  of 
blindness.  On  the  contrary,  almost  every  case 
we  see  has  already  borne  children,  either  in  ig- 
norance or  heedless  of  the  fact  that  they  are 
doomed.  Physicians  have  too  often  shirked  the 
hurtful  duty  of  telling  certain  patients  not  to 
have  children. 

Doctors  have  not  wanted  to  play  God.  And 
the  church  has  sometimes  exercised  an  inhibiting 
influence  by  defying  the  natural  law.  But  people 
have  a right  to  whatever  information  we  have 
that  will  give  them  more  enlightened  choices. 
As  medicine  becomes  more  sophisticated  and 
gains  more  confidence  we  will  recognize  a hun- 
dred areas  in  which  we  can  make  more  timely 
predictions  or  at  least  offer  probabilities.  Scien- 
tific medicine  can  ill  afford  to  await  emergence 
and  then  mostly  treat  results. 

WILLIAM  B.  McGRATH,  M.D. 

Guest  Editor 
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PROGRAMS 


JOHN  J.  STANDIFER,  M.D. 
PRESIDENT 


Consideration  is  being  given  to  supplying  state 
support  for  in-hospital  training  programs.  This 
has  the  blessing  of  much  of  the  medical  profes- 
sion. There  is  certainly  good  reason  to  feel  that 
the  sick  patient  should  not  be  required  to  sup- 
port programs  training  personnel  to  meet  future 
medical  needs.  His  problem  is  too  large  already. 
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There  are  some  considerations  in  acquiring 
tax  funds  for  training  programs.  Control  must 
come  with  funding.  Good  stewardship  of  public 
funds  reasonably  requires  this.  The  control  of 
content  of  medical  training  programs  by  politi- 
cally motivated  individuals  is  probably  not  a 
factor  in  this  context.  The  control  of  types  of 
programs  to  be  supported  may  be  very  important 
—for  good  or  bad. 

My  personal  acquaintance  with  postgraduate 
training  programs  in  Arizona  is  not  adequate  to 
speak  on  the  subject.  It  has  been  alleged  that 
some  programs  do  not  have  enough  clinical 
work  to  produce  good  training.  There  is  the  ac- 
cusation that  some  residents  do  not  have  enough 
to  do  to  stay  busy.  If  these  accusations  are  true, 
an  injustice  is  being  foisted  on  both  the  pa- 
tients presently  paying  for  the  program  and 
any  future  patients  of  residents  in  these  pro- 
grams. 

My  concerns  are  twofold.  Any  program  not 
supplying  a high  quality  of  training  should  cer- 
tainly not  receive  support.  This  is  largely  a func- 
tion of  accrediting  bodies,  and  they— AMA  pri- 
marily—must  be  relied  on  to  judge  quality  of 
training  available. 

My  second  concern  is  that  funding  be  supplied 
for  categories  of  training  in  fields  of  demon- 
strable need.  If  there  are  sufficient  numbers  of 
trained  people  in  any  field,  I question  whether 
public  funds  should  be  expended  to  train  more 
people  in  that  field.  In  understaffed  fields  of 
medicine,  perhaps  public  funds  could  be  used 
to  further  expand  programs,  thus  supplying  a 
real  opportunity  to  get  more  well-trained  people 
into  fields  where  they  are  most  needed. 
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UNIVERSITY  HOSPITAL 

June  30,  1972,  marked  the  end  of  the  Univer- 
sity’s fiscal  year  during  which  the  University 
Hospital  opened  its  doors  to  the  citizens  of  Ari- 
zona. The  faculty  began  to  see  patients  in  the 
outpatient  clinics  on  August  1,  and  we  admitted 
our  first  inpatient  and  emergency  room  patients 
on  September  1,  1971.  To  put  it  mildly,  this  has 
been  an  exciting  year  for  the  Arizona  Medical 
Center  and  its  University  Hospital. 

Seventy-three  beds  were  opened  on  September 
1,  distributed  among  the  five  major  clinical  ser- 
vices. This  number  has  grown  progressively,  so 
that  on  June  30  a total  of  129  beds  were  in  ser- 
vice. The  emergency  room  and  clinics  started 
slowly,  but  each  month  has  shown  a gain  in 
patient  activity.  In  June,  970  patients  were  seen 
in  the  Emergency  Room  and  almost  3,000  pa- 
tients in  the  clinics.  There  were  23,642  patient 
days;  3,178  admissions;  351  births;  22,745  clinic 
visits;  and  7,459  emergency  visits  during  the  year. 
The  average  length  of  inpatient  stay  was  6.9 
days.  We  cared  for  patients  from  every  county 
in  Arizona  and  from  27  other  states.  They  were 
referred  by  many  different  physicians,  health 
agencies,  and  other  sources,  attesting  to  the  fact 
that  University  Hospital  is  a resource  for  the 
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patients  and  physicians  of  all  of  Arizona. 

For  those  physicians  who  have  not  visited  the 
Arizona  Medical  Center,  it  is  located  near  Speed- 
way and  Campbell,  just  north  of  the  main  cam- 
pus of  the  University  of  Arizona.  The  building 
is  occupied  by  the  two  main  components  of  the 
Center— the  College  of  Medicine  and  the  Uni- 
versity Hospital.  Faculty  offices,  laboratories, 
clinics,  examining  facilities,  and  inpatient  units 
are  all  located  in  the  new  buildings. 

The  target  for  full  activation  of  our  facilities 
is  July  1,  1974,  and  we  are  almost  exactly  on  the 
schedule  to  reach  that  target.  If  we  continue  as 
scheduled,  all  300  beds  will  be  in  service  and 
the  outpatient  facilities  will  receive  well  over 
8,000  patient  visits  a month  winthin  the  next 
two  years. 

During  the  first  year,  we  experienced  the  nor- 
mal problems  associated  with  “shaking  down 
and  starting  up  such  a substantial  enterprise.  The 
various  operating  systems  and  procedures  were 
tested  and  modified,  and  the  base  for  future 
growth  is  now  well  established.  Clinical  pro- 
grams have  been  established  in  a wide  range 
of  specialties  and  subspecialties  in  Internal  Med- 
icine, Surgery,  Pediatrics,  Obstetrics  and  Gyne- 
cology, Psychiatry,  Neurology,  Family  and  Com- 
munity Medicine,  Radiology,  and  Pathology.  The 
Physicians  of  Arizona  and  their  patients  are  now 
offered  a referral  source  with  these  specialty 
services— inpatient  and  outpatient — all  under  one 
roof. 

Ninety-six  full-time  physicians  and  forty-seven 
associates  are  presently  on  the  Medical  Staff,  and 
114  house  officers  are  based  in  the  hospital  and 
rotate  among  the  other  hospitals  in  Arizona  with 
which  the  Arizona  Medical  Center  is  affiliated. 
This  staff  of  physicians,  supported  by  the  spe- 
cialized hospital  technical  and  professional  sup- 
port personnel  using  the  newest,  most  modern 
equipment  available  brings  to  fruition  the  many 
years  of  planning  for  this  newest  addition  to  the 
nation’s  resources  for  teaching,  service,  and  re- 
search in  the  health  sciences.  We  look  forward 
to  expanded  resources  for  serving  the  patients 
and  physicians  of  Arizona  and  for  supporting  the 
University’s  teaching  programs  in  the  health 


sciences. 
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CANYON  DIABLO  REVISITED 


DRY  GULCH  LAKE 


It  is  just  possible  that  there  were  a few 
doubters,  about  the  veracity  of  the  Winslow 
Incident  photographs  or  indeed  that  such  a 
place  ever  existed.1  That  is  Canyon  Diablo. 

Squaw  Peak  Billie,  somehow  related  to  this 
scribe  by  marriage,  raised  such  a Cherokee  wail 
that  we  loaded  onto  the  oxcart  and  sallied  forth. 
We  negotiated  Flagstaff  in  great  style  and  took 
that  new  double  ribbon  of  concrete  and  headed 
easterly.  The  Canyon  Diablo  turnoff  is  at  what 
is  now  labeled  very  auspiciously  Two  Guns, 
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Figure  1. 

The  sun  seared  south  wall  of  the  original  Trading  Post 
facing  the  railroad  right-of-way. 


Figure  2. 

Looking  out  the  south  wall  ruin  across  the  tracks  to 
“Boot  Hill”  hardly  a hill  and  for  the  most  part  all 
graves  are  unmarked. 


Arizona.  But  once  at  the  turnoff  nothing  re- 
mains except  some  ruins,  so  turn  off  and  head 
north  towards  the  railroad,  five  miles  across  the 
burning  flats.  As  you  approach  the  railroad 
crossing  ignore  the  more  recently  built  trading 
post  which  is  on  the  road  and  gaze  down  along 
the  railroad  for  a quarter  or  half  mile  west  and 
there  you  will  see  hovering  in  solitude  the  rock 
ruins  of  Canyon  Diablo  Trading  Post.  The  depot, 
the  railroad  camp,  the  storehouses  and  all  other 
appendages  have  long  been  removed  from  the 
railroad  right-of-way.  Of  the  Trading  Post  noth- 
ing remains  except  the  bleak  rock  walls,  it  has 
been  so  vandalized  that  hardly  a tin  can  can  be 
identified.  (Fig.  1-2.) 

As  railroad  construction  camps  go  this  one 
was  fairly  long-lived  because  it  took  them  sev- 
eral months  to  negotiate  a bridge  across  the 
canyon  and  it  was  said  that  this  camp  “held 
a lot  of  hell  for  a short  spell”.* 1 2 

By  the  time  that  Smith  and  Shaw,  the  fugi- 
tives from  the  holdup  in  Winslow  played  out 
their  hand  April  7,  1905  in  the  shoot-out  with 
Navajo  County  Sheriff  Houch  and  his  deputy, 
J.  C.  M.  Pemberton,  by  the  time  of  this  piece 
of  Americana  was  under  way  Canyon  Diablo 
had  lost  its  charm.  In  its  hey  dey  “along  Hell 
Street  stood  fourteen  saloons,  ten  gambling  dens, 
four  houses  of  ill  repute  and  two  dance  pa- 
vilions”.2 


But  for  those  who  would  like  to  walk  down 
Hell  Street  and  pass  the  site  of  “Clabberfoot 
Annie’s  Place”  the  restoration  — will  have  to  be 
your  imagination  — all  else  is  gone.  So  we 
headed  the  oxcart  back  across  the  high  country, 
slipped  through  Flagstaff  and  down  towards 
the  Black  Canyon.  Squaw  Peak  Billie  allowed 
it  was  all  just  possible. 

REFERENCE 

1.  The  Winslow  Incident,  Arizona  Medicine  Vol.  24  No.  4, 
p.  340-41. 

2.  Two  Guns,  Arizona  by  Gladwell  Richardson.  The  Blue 
Feather  Press,  Santa  Fe,  New  Mexico,  1968. 


Figure  3. 

Grave  sites  are  almost  totally  effaced  amongst  the  clumps 
of  bunch  grass.  Squaw  Peak  Billie  believes  this  is  the 
place  where  gunfighter  Smith  reposes. 
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Letters  to  Editor 

___y 


Dear  Dr.  Green: 

This  is  an  announcement  of  the  formation  of 
the  Arizona  Diabetes  Association  which  intends 
to  become  an  affiliate  of  the  American  Diabetes 
Association.  The  first  meeting  of  the  Board  of 
Directors  was  held  on  June  1,  1972.  The  Board 
of  Directors  affirmed  the  goals  and  purposes  of 
the  organization  which  are  to  foster  the  education 
of  the  lay  person  to  the  disease,  carry  on  diabetic 
detection  campaigns,  conduct  professional  semi- 
nars and  carry  on  research  programs  in  the  field 
of  diabetes  and  metabolic  diseases.  Among  the 
projects  that  were  felt  most  urgent  was  the 
establishment  of  a diabetic  sumer  camp  program 
under  the  supervision  of  professional  personnel. 

The  Board  of  Directors  constitute  twelve  in 
number  and  are  represented  in  equal  numbers 
by  the  medical  profession  and  non-medical  in- 
dividuals. Professional  members  of  the  Board  of 
Directors  are  Bryant  Pickering,  M.D.,  Philip 
Levy,  M.D.,  John  Heileman,  M.D.,  Eleanor  Was- 
kow,  M.D.  and  Ray  Graap,  M.D.  and  S.  W.  Shen, 
M.D.  from  Tucson.  The  non-professional  mem- 
bers are  Philip  Edlund,  attorney  for  Fennemore, 
Craig,  von  Ammon  & Udall,  Harry  Shapiro,  at- 
torney, Mrs.  Charlotte  Binnie,  a Tucson  dieti- 
cian, V.  K.  Stephens,  Vice-President,  Greyhound 
Tours,  Inc.,  Norman  Jordan,  a retired  business 
executive,  and  Thomas  McCarthy,  a retired  busi- 
ness executive. 

The  first  lay  meeting  was  held  on  June  17, 
1972  at  the  Student  Union  Auditorium  at  Ari- 
zona State  University  for  the  purposes  of  estab- 
lishing membership  and  soliciting  special  inter- 
ests. We  encourage  all  members  of  the  medical 
profession  to  lend  in  their  support  to  this  worth- 
while organization  and  make  application  for 
membership  to  the  professional  section. 

Bryant  I.  Pickering,  M.D. 
Chairman  of  the 
Board  of  Directors 
Arizona  Diabetes  Assn. 


Dear  Dr.  Green, 

The  letter  in  the  July  issue  of  Arizona  Medicine 
from  Mr.  Ted  Shaw,  Arizona  representative  of 
NORML,  comes  as  no  surprise,  but  comes  some- 
what later  than  one  would  expect.  I believe  that 
Mr.  Shaw  sent  this  letter  to  most  of  the  members 
of  the  Arizona  Medical  Association,  at  least  in 
the  Phoenix  area,  some  two  to  three  months  ago. 
My  own  investigation  into  the  letter  revealed 
that  very  few  doctors  read  it  or  noted  its  arrival. 

Mr.  Shaw  and  NORML  make  many  statements 
that,  we  as  physicians  and  parents  should  thor- 
oughly evaluate.  Mr.  Shaw  states  several  things 
of  note:  First  he  states  that  many  physicians 
have  spoken  out  against  the  punitive  approach 
to  illicit  drug  use.  Mr.  Shaw  would  appear  to  feel 
that  his  “enlightened  attitude”  toward  the  cor- 
rection of  lillicit  drug  use  is  something  other 
than  punitive.  I think  all  physicians  should  think 
about  that  in  relation  to  other  illicit  activities  in 
our  society. 

Secondly:  Mr.  Shaw  states  that  he  does  not 
advocate  the  recreational  use  of  any  drug,  but 
goes  on  to  say  that  everyone  should  have  the 
right  to  smoke  marijuana,  that  is  to  have  some 
in  his  possession,  without  fear  of  reprimand. 
NORML  would  seem  to  want  marijuana  as  easy 
to  obtain  as  a can  of  beer. 

Thirdly:  Mr.  Shaw  and  NORML  have  stated 
elsewhere  that  a great  deal  of  the  drug  problem 
is  attributable  directly  to  physicians  and  phy- 
sicians’ prescriptions  and  usage  of  drugs. 

I do  not  agree  with  Mr.  Shaw  in  that  “silence 
is  tacit  support  of  the  existing  marijuana  laws.” 
Silence  only  allows  the  loudest  and  most  frequent 
voices  to  sway  the  uninformed  and  disinterested. 
With  the  activity  of  organizations  such  as 
NORML  and  the  drug  culture  activities  in  gen- 
eral, it  would  seem  that  no  one,  especially  in  the 
medical  profession,  has  the  right  to  remain  silent 
and  appathetic  on  an  issue  with  the  magnitude 
of  this.  I have  expressed  my  views  elsewhere  on 
several  occasions  and  do  not  feel  that  Arizona 
Medical  Society  is  necessarily  the  place  to  re- 
peat them.  I think  that  all  of  us  with  teen  age 
children  should  take  on  the  task  of  thoroughly 
researching  all  of  the  available  information  on 
marijuana,  and  the  laws  that  govern  its  usage. 
We  are  also  in  a position,  as  physicians,  to  evalu- 
ate its  medical  effects  or  non-effects.” 

Respectfully  yours, 

R.  M.  O’Harra,  M.D. 
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InLcm'JrT^.APPEARING  ,N  TH,S  SECTION  HAVE  BEEN  EDITED  TO 

meSi5nV.EoScPfl«f»5nC?Jl,P.LETE  C0PV  0F  THE  M,NUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 


EXECUTIVE  COMMITTEE 

The  meeting  of  the  Executive  Committee  of  the  Ari- 
zona Medical  Association,  Inc.,  held  Saturday,  July  29, 
1972,  at  810  West  Bethany  Home  Road,  Phoenix, 
Arizona,  convened  at  3:11  p.m.,  John  J.  Standifer,  M.D., 
President  and  Chairman,  presiding. 

MINUTES 

Minutes  of  the  meeting  held  4/25/72  were  approved 
as  distributed. 

BOARD  OF  MEDICAL  EXAMINERS 

Appointment 

It  was  noted  that  William  E.  Bishop,  M.D.,  has  been 
appointed  to  BOMEX  for  the  term  1/1/72-6/30/77  — 
RECEIVED. 

Appointment  Procedure 

Present  law  calls  for  each  member  of  BOMEX  to 
come  from  a different  county.  This  has  created  some 
difficulty  in  finding  qualified  candidates  from  other  than 
Pima  and  Maricopa.  It  was  suggested  that  perhaps  some 
other  formula  be  considered. 

IT  WAS  MOVED  AND  CARRIED  TO  REFER  THIS 
MATTER  TO  THE  LEGISLATIVE  COMMITTEE  FOR 
STUDY. 

MONTE  VISTA  MEDICAL  CLINIC, 
P.C.,  VS  ArMA 

Mr.  Robinson  reported  that  ArMA  has  been  removed 
from  the  suit  filed  by  the  subject  group  against  ArMA 
and  BOMEX.  Judgment  #C261286  was  issued  by  Judge 
Roger  G.  Strand  on  July  11,  1972-RECEIVED.  ’ 

JCAH  — "TAP"  ACCREDITATION 
INSTITUTE 

The  JCAH  letter  of  5/15/72  suggesting  we  sponsor 
the  subject  institute  was  reviewed.  Mr.  Robinson  was 
instructed  to  pursue  the  development  of  such  a pro- 
gram. 

BOARD  OF  DIRECTORS  CANDIDATES  — 
BIOGRAPHIES 

Dr.  Chisholm’s  suggestion  that  biographic  information 
on  candidates  for  the  Board  of  Directors  be  provided 
as  part  of  the  Delegates  manual  was  discussed. 

IT  WAS  MOVED  AND  CARRIED  THAT  BRIEF 
BIOGRAPHIC  INFORMATION  ON  ALL  NOMINEES 
TO  THE  BOARD  OF  DIRECTORS  BE  MADE  AVAIL- 
ABLE TO  ALL  DELEGATES  STARTING  WITH  THE 
1973  MEETING. 

BOARD  MEMBER  VISITATION 
PROGRAM 

Dr.  Standifer  explained  that  he  has  asked  Board  mem- 
bers to  visit  the  various  county  medical  societies  on  a 
scheduled  basis— RECEIVED. 

The  committee  went  into  executive  session  at  this 


time  with  only  the  four  committee  members,  the  Arizona 
Right  to  Life  committee  representatives,  and  Edward 
Jacobson,  legal  counsel,  remaining  in  the  room. 

ARIZONA  RIGHT  TO  LIFE  COMMITTEE 

Following  the  executive  session  it  was  announced  that 
the  following  had  been  agreed  upon: 

1.  That  the  subject  committee  would  be  given  fifteen 
minutes  at  the  next  Board  of  Directors’  meeting 
for  the  purpose  of  explaining  the  aims  and  goals 
of  the  Arizona  Right  to  Life  Committee. 

2.  That  a request  would  be  made  to  the  Scientific  As- 
sembly Committee  for  them  to  consider  a panel,  or 
individual  paper,  on  abortion,  giving  the  Arizona 
Right  to  Life  Committee  an  opportunity  to  partici- 
pate on  said  panel  or  present  the  paper. 

3.  That  the  Arizona  Right  to  Life  Committee  be  given 
the  opportunity  to  either  apply  for  a scientific  ex- 
hibit space  or  to  purchase  a commercial  booth  space 
for  the  1973  meeting.  That  because  of  timing,  a 
commercial  booth  space  be  held  for  the  group 
pending  the  decision  of  the  Scientific  Assembly 
Committee  on  the  scientific  exhibit  application. 

It  was  also  agreed  that  Dr.  Neil  C.  Clements  be  ad- 
vised of  the  actions  stated  above. 

RESOLUTION  4-72 

It  was  moved  and  carried  that  Resolution  4-72  adopt- 
ed by  the  house  of  delegates  on  April  29,  1972,  be  re- 
ferred to  the  ad  hoc  committee  on  ArMA  program  de- 
velopment and  administrative  evaluation. 

AMERICAN  ASSOCIATION  OF  MEDICAL 
ASSISTANTS.  INC. 

It  was  moved  and  carried  that  we  purchase  a full 
page  (cost  $160.00)  in  the  annual  meeting  program  of 
the  subject  organization.  Said  organization  is  holding  its 
16th  annual  meeting  in  Phoenix  on  October  17-21,  1972. 

"ARIZONA  ON  DISPLAY" 

The  committee  agreed  to  participate  in  the  Phoenix 
Chamber  of  Commerce’s  “Arizona  on  Display”  to  be 
held  October  5-8,  1972.  Mr.  Owens  will  prepare  ideas 
for  such  an  exhibit. 

It  was  agreed  that  the  request  for  “on-call”  physicians 
be  referred  to  the  Maricopa  County  Medical  Society. 

NO-FAULT  AUTO  INSURANCE  — 
HEALTH  INSURANCE 

A letter  was  presented  from  Walter  J.  McNemey,  Pres- 
ident, Blue  Cross  Association,  dated  7/14/72,  asking  en- 
dorsement of  the  following  resolution. 

“BOARD  OF  GOVERNORS  OF  THE 
BLUE  CROSS  ASSOCIATION 
NO-FAULT  AUTO  RESOLUTION 
June  22,  1972 

“Whereas,  nearly  all  Americans  are  covered  by  some 
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form  of  health  insurance,  prepaid  health  care  plan, 
or  some  other  form  of  health  care  expense  payment 
program  or  plan  which  includes  benefits  for  auto- 
mobile accident-related  injury  and  sickness  ex- 
pense; and 

“WHEREAS,  the  millions  of  persons  served  by  Blue 
Cross  receive  comprehensive  health  coverages,  an 
identification  card  system  accepted  by  providers  for 
nationwide  credit,  and  other  facilitating  services  for 
automobile  accident-related  injury  and  sickness  ex- 
pense at  low  operating  cost;  and 
“WHEREAS,  a cohesive  health  insurance  industry  deal- 
ing with  the  total  scope  of  health  care  can  help  to 
control  costs  of  delivering  health  care  by  doctors  and 
hospitals,  which  cannot  be  accomplished  by  an  au- 
tomobile insurance  industry  which  has  no  ongoing 
responsibilities  to  or  contracts  with  these  providers; 

“NOW,  THEREFORE,  be  it  resolved  by  this  Board 
of  Governors  of  the  Blue  Cross  Association  that  Member 
Plans,  the  American  Hospital  Association,  the  National 
Association  of  Blue  Shield  Plans,  and  other  health-related 
agencies  be  urged  to  adopt  and  aggressively  maintain 
the  concept  that  Blue  Cross,  Blue  Shield,  responsible 
commercial  health  insurance,  prepaid  group  practice, 
health  maintenance  organizations  and  other  comprehen- 
sive health  care  coverages  should  remain  primary,  or  be 
a first  party  payment  deductible  from  auto  insurance 
benefits  for  accident-related  sickness  and  injury  ex- 
pense, in  order  to  maintain  for  the  consumer  the  ad- 
vantages inherent  in  providing  all  health  care  services 
through  the  health  benefits  systems.  And, 

“THAT,  Plans  be  urged  to  prepare  for  and  to  under- 
take positive  action  locally  to  influence  existing  or  pro- 
posed State  no-fault  auto  proposals  to  incorporate  this 
position.  And, 

“THAT,  officers  of  the  Blue  Cross  Association  be  and 
they  hereby  are  directed  to  present  this  Blue  Cross  posi- 
tion on  behalf  of  the  Blue  Cross  System  at  the  federal 
level  among  legislative  and  administrative  agencies.” 

It  was  moved  and  carried  to  refer  this  matter  to  the 
Legislative  Committee  for  study. 

TAX  CREDITS  — RURAL  COMMUNITIES 

The  Navajo  County  Medical  Society  has  asked  the 
Association  to  consider  taking  action  to  arrange  for  tax 
credits  for  physicians  who  will  start  practice  in  an  area 
of  medical  need. 

It  was  determined  that  we  should  prepare  a resolu- 
tion for  the  NCMS  and  urge  them  to  introduce  it  in 
the  next  House  of  Delegates  meeting. 

COMMUNICATIONS 

Ruth  E.  Findlay’s  letter  of  5/19/72  expressing  appre- 
ciation for  receiving  Dr.  Findlay’s  50-Year  Club  award 
was  received. 

Eli  P.  Bernzweig,  Executive  Director,  Secretary’s 
Commission  on  Medical  Malpractice  letter  of  5/23/72 
expressing  thanks  for  receiving  our  1970  malpractice 
survey  was  received. 

OTHER  BUSINESS 

Arizona  State  Nurses’  Association 

It  was  moved  and  carried  that  we  approve  as  a 
worthwhile  effort  their  proposed  “project  to  expand  a 
voluntary  certification  for  continuing  education  plan  by 
need  identification,  long-range  planning,  and  develop- 


ment of  standards.” 

Acupuncture  — ArMA  Building  Use 

Dr.  Sattenspiel  raised  the  question  of  how  the  Acad- 
emy of  Parapsychology  and  Medicine  came  to  have  use 
of  the  ArMA  building  on  8/12-13  for  an  acupuncture 
symposium.  Mr.  Robinson  reported  that  the  original  re- 
quest came  from  the  chairman  of  one  of  the  Associa- 
tion s committees  and  that  the  request  was  cleared  with 
the  President— RECEIVED. 

Meeting  adjourned  5:32  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 


PROFESSIONAL  COMMITTEE 

Meeting  of  the  Professional  Committee  of  the  Arizona 
Medical  Association,  Inc.  held,  Saturday,  July  29,  1972, 
at  810  West  Bethany  Home  Road,  Phoenix,  Arizona, 
convened  at  1:08  p.m.,  Albert  G.  Wagner,  M.D.,  Chair- 
man, presiding. 

MINUTES 

The  minutes  of  the  meeting  held  on  February  12, 
1972  were  approved  as  distributed. 

Actions  of  the  Board  of  Directors  during  meeting  held 
April  25,  1972  as  relate  to  the  Professional  Committee 
were  reviewed  for  information. 

SECTION  ON  DRUG  ABUSE 

Membership 

Dr.  Linkner  reported  that  the  following  members  had 
accepted  membership  to  his  Section  on  Drug  Abuse: 
Drs.  Kampfer,  Merlin  W.,  Ryan,  Eugene  J.,  Whitney, 
Peter  J.,  Winn,  Wayne  F. 

Desk  Reference  on  Drug  Abuse 

Dr.  Linkner  reviewed  the  proposed  “Desk  Reference 
on  Drug  Abuse”  being  considered  by  the  Arizona  State 
Department  of  Health.  He  reported  that  he  has  been 
in  communication  with  Mr.  Ralph  Daniel,  Assistant 
Commissioner,  Addictive  Behavior  Services,  and  that  the 
publication  is  being  modeled  after  the  New  York  State 
Department  of  Health  publication  “Desk  Reference  on 
Drug  Abuse”  developed  and  published  in  1970.  The 
Department  has  asked  the  Association  for  official  en- 
dorsement for  this  publication  and  to  review  the  section 
on  Diagnosis  and  Emergency  Treatment  for  any  neces- 
sary revisions.  The  Arizona  Hospital  Association,  Arizona 
Health  Planning  Authority,  CODAC,  and  other  agencies 
are  being  asked  to  review  the  publication  for  necessary 
revisions  and  to  localize  the  document  to  Arizona  needs. 

It  was  moved  and  carried  to  recommend  to  the  Ari- 
zona Medical  Association  Board  of  Directors  endorse- 
ment of  the  publication  “Desk  Reference  on  Drug 
Abuse”  being  developed  by  the  Arizona  State  Depart- 
ment of  Health. 

Dr.  Linkner  reported  that  Mr.  Daniel  had  approached 
him  about  his  reaction  to  soliciting  grants  from  drug 
firms  to  finance  the  publication.  Dr.  Linkner  informed 
the  Committee  that  it  was  his  opinion  that  soliciting 
grants  from  any  firm  would  involve  a form  of  advertising 
and  might  lessen  the  impact  of  the  publication  coming 
from  a recognized  and  impartial  agency.  Dr.  Kossuth  in- 
dicated that  the  funds  were  available  from  the  State 
Department  of  Health  to  publish  the  “Desk  Reference 
without  outside  sources. 
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It  was  moved  and  carried  with  descending  votes  to 
recommend  that  the  financing  of  the  publication  be  en- 
tirely through  the  Arizona  State  Department  of  Health 
and  not  from  drug  firms  unless  they  are  non-advertise- 
ment type  sources. 

It  was  moved  and  carried  to  recommend  to  the  State 
Department  of  Health  that  the  Arizona  Osteopathic  As- 
sociation be  included  in  the  planning  of  the  publication 
“Desk  Reference  on  Drug  Abuse.” 

Roche  Laboratories  “Warm  Line” 

Dr.  Linkner  reviewed  the  Roche  Laboratories’  service 
“Warm  Line”  for  the  Committee.  This  part  of  his  report 
was  received  for  information. 

Methadone 

Dr.  Linkner  informed  the  Committee  that  the  subject 
of  “methadone  maintenance/withdrawal”  is  a very  hot 
subject  at  the  present  time  and  that  his  Section  will  be 
meeting  in  the  very  near  future  to  review  the  position  of 
AMA,  Illinois  State  Medical  Association,  and  the  U.  S. 
Government  for  recommendation  to  the  Professional 
Committee  at  its  next  meeting. 

Marijuana 

Dr.  Linkner  informed  the  Committee  of  the  statement 
as  adopted  by  the  AMA  House  of  Delegates  on  June  20, 
1972  on  “Marihuana— 1972”  and  felt  that  due  to  the  local 
interest  on  the  subject  that  this  Association  support  the 
AMA  statement  on  marijuana. 

It  was  moved  and  carried  to  recommend  to  the  Board 
of  Directors  that  the  Arizona  Medical  Association  sup- 
port the  position  of  the  AMA  House  of  Delegates  on 
Marijuana,  June  20,  1972. 

Mandatory  Labeling  of  Adverse  Effects  of 
Prescription  Drugs 

The  Section  on  Drug  Abuse  received  an  inquiry 
through  Dr.  Kossuth  regarding  the  possibility  of  legisla- 
tion making  it  mandatory  for  certain  prescriptions  to 
carry  a warning  to  patients  not  to  drive  a vehicle  when 
they  are  taking  the  prescription. 

It  was  moved  and  defeated  that  this  Association 
recommend  legislation  be  enacted  to  make  it  mandatory 
to  note  on  the  label  of  certain  prescription  drugs  that 
usage  of  such  drugs  could  adversely  affect  individuals 
driving  motor  vehicles. 

ArMA  Sponsoring  of  the  1973  Drug  Abuse  Seminar 

Dr.  Linkner  indicated  that  the  Section  on  Drug  Abuse 
was  considering  a 1973  Drug  Abuse  Seminar  under  the 
sponsorship  of  the  Arizona  Medical  Association;  however, 
the  Section  wishes  to  consider  this  further  before  making 
a recommendation  to  the  Professional  Committee.  RE- 
CEIVED FOR  INFORMATION  ONLY. 

BOMEX’  Position  on  Ampetamines— 3/25/72 

The  action  on  the  Board  of  Medical  Examiners  on 
March  25,  1972  that  the  prescription  of  ampetamines  and 
other  injectable  sympathomimetic  agents  in  the  treat- 
ment of  obesity  is  not  in  the  best  interest  of  patient  care 
and  that  the  prescription  of  such  treatment  constitutes 
unprofessional  conduct,  was  received  and  reviewed  for 
information. 

SECTION  ON  PUBLIC  HEALTH 

Membership 

Dr.  Ganelin  reported  that  the  following  physicians  had 
agreed  to  membership  on  the  Section  on  Public  Health: 
Drs.  Brady,  Frederick  J.,  Chisholm,  Jr.,  W.  Scott.,  Dur- 
fee,  Kent  E.,  Farnsworth,  Stanford  F. 


Drs.  Fulginiti,  Vincent  A.,  Kaufman,  Raymond  E., 
Kerr,  Joljn  K.,  Rhoades,  Albert  L. 

Pollution  Control  Committee  — Meeting 
of  March  5,  1972 

Dr.  Ganelin  reported  that  the  Pollution  Control  Com- 
mittee of  the  Section  on  Public  Health  met  on  March  5, 
1972,  Dr.  Durfee,  Chairman,  presiding.  The  minutes  of 
this  meeting  were  presented  to  the  Professional  Commit- 
tee members.  Requests  of  the  Pollution  Control  Commit- 
tee were  resolved  as  follows: 

It  was  moved  and  carried  to  recommend  to  the  Board 
of  Directors  to  authorize  the  Arizona  Medical  Association 
members  of  the  Arizona  Health  Planning  Authority  to 
request  that  body  to  convene  a committee  on  represent- 
atives of  voluntary  and  governmental  organizations  to 
cooperatively  sponsor  and  conduct  a statewide  confer- 
ence on  Arizona  environment,  with  the  stipulation  that 
the  initial  group  include  at  least  the  following:  Arizona 
Medical  Association,  Arizona  Association  of  Chambers 
of  Commerce,  Advisory  Commitee  on  the  Environment, 
Arizona  Mining  Association,  Arizona  Regional  Medical 
Program,  Arizona  State  Department  of  Health,  Arizona 
State  Department  of  Public  Instruction,  Junior  Chamber 
of  Commerce,  American  Association  of  University 
Women,  Representatives  of  Ecological  Groups  and  major 
youth  groups  in  Arizona;  and,  that  the  conference  con- 
sider at  least:  a.  The  physical  and  mental  health  aspects 
of  environmental  problems  b.  Community  participation, 
including  youth  participation,  in  environmental  action 
programs. 

It  was  moved  and  carried  that  the  professional  com- 
mittee and  the  Board  of  Directors  of  this  Association 
urge  the  Scientific  Assembly  Committee  to  allocate  a 
substantial  segment  of  time  during  the  next  ArMA  an- 
nual meeting  for  presentation  of  various  kinds  of  prob- 
lems relating  to  environmental  pollution. 

It  was  moved  and  carried  that  the  Board  of  Directors 
encourage  the  editorial  board  of  Arizona  Medicine  to 
devote  increased  attention  to  matters  relating  to  environ- 
mental problems  in  Arizona  Medicine. 

Death  Certificate— Item  20  “Cause  of  Death”— 
Environmental  Factor 

Inquiry  was  received  from  Richard  W.  Abbuhl,  M.D., 
regarding  the  notice  in  Medical  Memos  on  May  19,  1972 
that  all  members  of  the  Association  are  urged  to  make 
appropriate  entries  in  item  number  "20  of  the  death 
certificate  indicating  any  environmental  factor  or  factors 
which  the  attending  physician  considers  as  a contribut- 
ing element  to  the  cause  of  death  so  that  the  impact  of 
pollution  can  be  more  clearly  defined.  Dr.  Abbuhl 
asked  “should  not  item  number  20  be  checked  in  nearly 
every  death  occurring  in  our  metropolitan  areas  where 
impaired  respiratory  function  is  a contributing  cause  of 
death?” 

Inquiry  was  made  of  Dr.  Kossuth,  Commissioner,  Ari- 
zona State  Department  of  Health,  who  responded  as 
follows: 

“To  directly  answer  the  question  posed  is  not  easy. 
The  physician  must  make  a judgment  as  to  the  signifi- 
cance of  all  impairments  from  which  the  patient  suffers 
and  what  contributions  these  impairments,  singly  or  col- 
lectively, may  have  made  to  the  demise  of  the  patient. 
Certainly  in  the  patient  who  has  been  exposed  to  air 
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pollution  at  the  concentrations  and  for  the  period  of 
time  (i.e.,  a time  concentration  relationship)  that  is  gener- 
ally acceptable  by  the  medical  profession  as  being  harm- 
ful to  health,  consideration  should  be  given  to  making  an 
entry  in  Item  20.  In  the  metropolitan  areas  of  Arizona 
there  are  times  when  the  concentrations  of  carbon  mon- 
oxide and  oxidants  reach  levels  that  the  medical  profes- 
sion expects  to  have  effects  on  health.  There  have  been 
seven  occasions  the  first  four  months  of  this  year  when 
the  oxidant  level  exceeded  0.1  ppm.  This  is  sufficient  to 
cause  eye  irritation.  Levels  of  oxidents  sufficient  to  ag- 
gravate asthma  have  not  been  observed.  The  literature 
reports  that  no  association  between  ambient  oxidant 
concentrations  and  changes  in  respiratory  systems  of 
functions  was  shown  in  two  separate  studies  of  subjects 
with  chronic  respiratory  disease.  On  the  other  hand,  im- 
pairments of  performance  by  high  school  athletes  has 
been  observed  when  oxidants  exceeded  0.15  ppm  for 
one  hour  immediately  prior  to  the  start  of  athletic  activ- 
ities. Carbon  monoxide  levels  measured  in  Arizona 
metropolitan  areas  are  occasionally  sufficient  to  deac- 
tivate four  to  six  per  cent  of  the  oxygen-carrying  capa- 
bility of  the  patient’s  blood.  For  the  patient  with  a 
marginal  cardiopulmonary  reserve  this  could  be  signifi- 
cant. The  decision  as  to  when  the  entry  is  made  in  Item 
20  concerning  an  environmental  factor  must  be  that  of 
the  attending  physician.  When  he  believes  that  the  pa- 
tient has  had  an  exposure  to  a time  concentration  of  an 
air  pollutant  that  adversely  affects  health,  the  entry 
should  be  made  in  either  Part  I or  Part  II.  Identifica- 
tion of  the  pollutant  should  be  included  and  would  be 
considered  an  index  of  the  astuteness  of  the  reporting 
physician.” 

It  was  moved  and  carried  to  recommend  to  the  Board 
of  Directors  that  physicians  be  encouraged  to  use  Item 
20  of  the  death  certificate  if  in  their  judgment  environ- 
mental factors  were  a factor  in  death. 

Ad  Hoc  Advisory  Committee  on  Immunization 
Practice— State  Department  of  Health 

Drs.  Ganelin  and  Kossuth  reported  that  the  Ad  Hoc 
Advisory  Committee  on  Immunization  Practices  had 
met  on  two  occasions.  There  have  been  no  official 
recommendations  on  the  immunization  practice  made  to 
date.  The  Committee  and  other  interested  physicians 
will  continue  to  study  immunization  practices  in  Arizona 
and  recommendations  will  be  made  during  the  next 
meetings.  RECEIVED  FOR  INFORMATION  ONLY. 
Medical  Readings,  Incorporated 

Dr.  Ganelin  reported  that  an  inquiry  had  been  re- 
ceived from  Medical  Readings,  Incorporated  requesting 
his  Committee  to  pass  judgment  on  condensed  and  sim- 
plified reports,  papers,  and  articles  from  medical  jour- 
nals, and  if  a favorable  decision  is  reached  to  help  them 
in  some  way  to  foster  greater  cooperation  in  developing 
their  service  to  health  education  programs  in  schools. 
Dr.  Ganelin  informed  the  Committee  that  they  had 
talked  to  the  Phoenix  Union  High  School  and  that  they 
were  utilizing  the  service  successfully. 

It  was  moved  and  defeated  that  the  Arizona  Medical 
Association  approve  this  service,  which  will  disseminate 
medical  summaries  to  public  schools. 

After  a considerable  amount  of  discussion,  it  was 
moved  and  carried  to  commend  the  Section  on  Public 


Health  for  their  efforts  in  reviewing  the  request  from 
Medical  Readings,  Incorporated  and  refer  the  matter 
back  for  further  study.  Further,  that  the  Section  on 
Public  Health  be  encouraged  to  study  the  overall  prob- 
lem of  health  education  in  public  schools. 

Blood  Pressures/Electrocardiograms  in 
Public  Settings 

The  following  inquiry  was  received  through  the  Ari- 
zont  Board  of  Medical  Examiners  as  to  whether  or  not 
it  would  meet  ethical  standards  of  the  medical  profes- 
sion in  Arizona: 

“I  would  like  to  know  is  a license  is  required  to  take 
Blood  Pressures  in  shopping  centers?  I have  felt  that 
I would  like  to  consider  the  pros  and  cons  of  taking 
Blood  Pressures  at  such  places  as  shopping  centers,  state 
and  county  fairs  and  so  forth  as  an  occupation  through- 
out the  summer  and  winter  months,  especially  after  I 
retire. 

I think  this  is  a great  public  service,  and  I have  often 
felt  that  it  would  be  a great  public  service  to  offer  peo- 
ple an  Electrocardiogram  without  interpretation,  which 
they  could  carry  with  them  while  traveling  throughout 
the  country  and  in  case  of  accident  or  injury  this  could 
be  produced  and  compared  with  the  current  electrocardi- 
ogram. It  was  not  my  intention  to  consider  this  from  an 
aspect  of  practicing  medicine,  but  of  supplying  the 
people  with  an  electrocardiogram  for  a fee  such  as  $7.50 
and  let  them  own  it  for  this  reference  line.  I do  not 
know  if  this  would  meet  with  the  approval  of  the  state 
medical  society  and  the  state  board  of  health,  but  I do 
think  that  it  does  offer  some  possibilities.  I am  licensed 
in  Arizona  and  as  far  as  the  actual  practice  of  medicine 
I would  not  be  of  any  violation  in  this  aspect.  I know 
that  I would  have  to  meet  certain  local  rules,  such  as 
occupational  license  in  the  city,  town  and  county,  but 
that  was  not  the  problem  that  I am  requesting  clearance 
on.” 

It  was  moved  and  carried  that  in  the  opinion  of  the 
Professional  Committee  of  the  Arizona  Medical  Associa- 
tion the  proposal  does  not  meet  the  ethical  standards  of 
medical  practice  in  Arizona. 

Medical  Service  to  Minors  Without  Parental  Consent 

A letter  was  received  from  the  Planned  Parenthood 
Association  in  which  they  advised  that  they  are  cur- 
rently considering  involvement  in  legislation  concerning 
medical  service  to  minors  without  parental  consent  and 
asking  the  Association  if  we  would  favor  an  across-the- 
board  policy  of  treatment  in  all  medical  areas  without 
consent,  would  the  Association  support  the  policy  of 
Planned  Parenthood  of  extending  contraceptive  services 
to  minors(  if  it  were  included  in  a new  family  planning 
bill  in  the  legislature,  and  would  the  Association  sup- 
port a bill  based  on  the  type  of  legislation  adopted  in 
Minnesota.  Dr.  Ganelin  requested  that  this  matter  be  de- 
ferred until  his  Section  on  Public  Health  had  had  an 
opportunity  to  review  the  request  in  detail.  Request 
granted. 

SECTION  ON  MENTAL  HEALTH 

Membership 

Dr.  Cutts  informed  the  Professional  Committee  that 
he  was  in  the  process  of  reorganizing  the  Section  on 
Mental  Health  and  would  report  his  membership  during 
the  next  Professional  Committee  meeting. 
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Psychologists  Functioning  in  Hospitals 

An  inquiry  was  received  regarding  psychologists  func- 
tioning in  the  hospital;  questioning  whether  the  Associa- 
tion has  established  a policy  regarding  this  matter  and 
whether  psychologists  should  be  permitted  to  profes- 
sionally call  upon  patients  within  the  hospital. 

It  was  moved  and  carried  in  that  the  Arizona  Medical 
Association  does  not  have  a policy  on  this  matter,  it  is 
recommended  that  the  inquirer  refer  to  the  Arizona 
Revised  Statutes  governing  psychologists  and  also  refer 
him  to  the  State  Psychological  Association;  further,  that 
the  Professional  Committee  considers  this  question  the 
function  of  the  medical  staff  of  the  individual  hospital. 
Hypnosis 

Correspondence  was  received  from  Arizona  Blue 
Cross/Blue  Shield  and  the  Department  of  the  Army, 
Office  of  the  Civilian  Plealth  and  Medical  Program  of 
the  Uniformed  Services,  requesting  that  this  Association 
take  on  official  position  on  hypnosis.  This  subject  was 
reviewed  during  the  meeting  held  February  12,  1972 
and  was  tabled  until  such  time  as  Dr.  Cutts,  Chairman 
of  the  Section  on  Mental  Health,  had  had  an  opportunity 
to  review  the  request  and  make  recommendation  to  the 
Professional  Committee.  Dr.  Cutts  reviewed  the  request 
with  the  Committee  and  after  considerable  discussion, 
the  following  motion  was  adopted; 

It  was  moved  and  carried  that  the  Mental  Health 
Professionals  are  in  agreement  that  hypnosis,  as  a form 
of  treatment  for  emotional  illness,  be  used  only  by  prop- 
erly trained  physicians,  including  psychiatrists,  and  also 
by  properly  trained  clinical  psychologists.  Proper  training 
in  this  reference  means  at  least  six  months  of  training 
and  subsequent  certification  of  the  training  in  an  ap- 
proved institution. 

SECTION  ON  PRENATAL  & 
MATERNAL  MORTALITY 

Membership 

Dr.  Rhu  informed  the  Committee  that  the  following 
physicians  have  accepted  membership  on  the  Section  on 
Perinatal  & Maternal  Mortality:  Drs.  Baum,  Frederick 
W.,  Bloomfield,  Nathaniel,  Cherny,  Walter  B.,  Christian- 
son, John  F. 

Drs.  Harris,  Thomas  R.,  Jennett,  Raymond,  Meyer, 
Belton  P.,  Pent,  David,  Ziehm,  Donald  J. 

Dr.  Rhu  informed  the  Committee  that  the  Section 
was  continuing  to  work  with  the  State  Department  of 
Health  on  perinatal  and  maternal  mortality  and  hope- 
fully would  be  in  a position  to  report  to  the  Commit- 
tee in  the  near  future. 

SECTION  ON  POISON  CONTROL 

Membership 

Dr.  Antos  informed  the  Committee  that  Drs.  John  K. 
Charlton,  Robert  S.  Ganelin,  and  Ralph  Fargotstein  had 
accepted  membership  on  the  Section  on  Poison  Control. 
Poisonous  Animals  Research  Laboratory 

Dr.  Antos  informed  the  Committee  that  since  the  last 
meeting  when  the  subject  of  continuation  of  the  Poison- 
ous Animals  Research  Laboratory,  operated  by  Dr.  R.  L. 
Stahnke,  was  discussed,  the  Maricopa  County  Medical 
Society  Board  of  Directors  had  determined  by  unanimous 
opinion  that  the  available  evidence  fails  to  allow  the 
Society  to  endorse  the  product  from  P.A.R.L.  The  invest- 
igation failed  to  show  any  appreciable  usage  of  the  anti- 


venom by  either  physicians  or  hospitals.  This  was  re- 
ceived for  information  and  no  further  action  appeared 
to  be  warranted. 

SECTION  ON  AGING  AND  GENERAL 
MEDICINE 

Insurance  Complaint— House  Staff  as 
Assistant  Surgeon 

A letter  was  received  from  a member  physician  with 
attached  correspondence  explaining  that  the  Goodyear 
Tire  and  Rubber  Company  had  rejected  the  claim  that 
the  assistant  surgeon,  as  the  hosptal  in  which  the  sur- 
gery was  performed  had  internists  and  residents  avail- 
able and,  therefore,  did  not  need  another  surgeon  as  an 
assistant.  The  surgeon  requested  assistance  in  this  par- 
ticular problem. 

It  was  moved  and  carried  that  the  choice  of  the 
physician  as  assistant  surgeon  is  the  prerogative  of  the 
surgeon.  This  choice  is  in  the  best  interest  of  the 
patient. 

Attending  Physician  Performing  Autopsy 

A letter  was  received  from  the  Cochise  Medical  Soci- 
ety, Peer  Review  Committee,  in  which  an  opinion  was 
requested  on  the  question  “Is  it  ethical  for  an  attending 
physician  to  perform  an  autopsy  examination?”  The 
letter  indicated  that  they  had  a situation  where  a physi- 
cian was  asked  to  care  for  another  physician’s  patient 
during  his  absence  when  the  patient  died,  and  the  cur- 
rent attending  physician  performed  a partial  autopsy. 
There  was  no  pathologist  available;  however,  the  physi- 
cian had  performed  many  autopsies  previously.  The 
specimens  were  sent  to  a board  certified  pathologist  in 
Tucson  for  section  and  review. 

It  was  moved  and  carried  that  in  normal  circum- 
stances it  is  preferable  for  a physician  other  than  the 
attending  physician  to  perform  an  autopsy.  When  an- 
other physician  is  not  available,  it  is  ethical  and  appro- 
priate for  the  attending  physician  to  perform  such 
autopsy. 

State  Pharmacy  Regulation  6.7710  and  6.7830 

A letter  was  received  from  the  Yavapai  Community 
Hospital  Medical  Staff  representing  objections  to  the 
Arizona  State  Board  of  Pharmacy  Rules  and  Regulations 
Number  6.7710  and  6.7830. 

Section  number  6.7710  is  as  follows; 

Intra-Hospital  Drug  Distribution  System.  The  director 
of  pharmaceutical  services  shall  cooperate  with  the  med- 
ical staff  and  other  disciplines  in  developing  written  poli- 
cies and  procedures  that  pertain  to  the  intra-hospital 
drug  distribution  system.  Drug  compounding  and  dis- 
pensing shall  be  restricted  to  the  pharmacist  or  an 
intern  under  his  immediate  supervision.  The  pharmacist 
shall  review  the  prescriber’s  original  prescription  order, 
a direct  copy,  or  electronic  transmission  systems  only 
after  they  have  been  approved  by  the  Board,  before 
the  initial  dose  of  medication  is  dispensed.  All  hospitals 
shall  comply  with  this  provision  of  the  pharmacist  re- 
viewing the  prescriber’s  original  order  by  July  1,  1972. 

Objection  to  Section  6.7710  is  as  follows: 

“The  first  of  these  relates  to  the  direct  copy  trans- 
mission of  prescription  orders  which  the  staff  has  in 
the  past  years  attempted  to  institute,  as  we  understand 
the  feasibility  of  minimizing  drug  errors  with  direct  copy 
usage.  We  found  the  system  in  actual  practice  to  pre- 
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sent  cause  for  concern  chiefly  with  respect  to  invasion 
of  patient  privacy.  You  can  readily  understand  that  in 
a small  town  the  protection  of  the  patient  privacy  is  a 
major  undertaking  requiring  constant  vigilance.  We  can 
testify  to  overt  information  leaks  from  the  pharmacy 
department.  In  addition  the  system  provided  by  our 
pharmacy  was  wasteful  and  would  undoubtedly  present 
storage  problems  in  the  future.  For  example,  if  one 
drug  accompanying  four  or  five  other  orders  on  the 
regular  8 x 10  order  sheet  utilizing  about  one  fifth  of  the 
page  was  written,  the  copy  of  this  group  of  orders  would 
return  from  the  pharmacy  with  a large  X crossing  out 
the  remaining  four-fifths  of  the  page.  It  therefore 
seemed  impractical  to  us  and  that  some  other  means 
should  be  devised  to  accomplish  the  direct  prescription 
copy  method.  As  yet  this  has  not  been  forthcoming 
from  our  pharmacy  department.” 

It  was  determined  by  the  committee  that  Section 
6.7710  of  the  Arizona  State  Board  of  Pharmacy  Rules 
and  Regulations  is  an  authority  which  physicians  and 
hospital  medical  staffs  are  to  adhere  to  having  been 
adopted  to  be  effective  July  1,  1972.  Further,  that  the 
informational  leaks  or  unethical  practices  within  the 
Pharmacy  Department  should  be  dealt  with  by  the 
hospital  board  and/or  the  Arizona  State  Board  of  Phar- 
macy. 

Section  number  6.7830  of  the  Arizona  State  Board 
of  Pharmacy  Rules  and  Regulations  is  as  follows: 

Admixtures  to  Parenteral  Solutions.  There  shall  be 
acceptable  precautionary  measures  for  the  safe  admix- 
ture of  parenteral  products.  Except  in  an  emergency, 
the  admixture  shall  be  made  by  a pharmacist,  or  a phar- 
macy intern  when  he  is  on  duty.  Whenever  drugs  are 
added  to  intravenous  solutions  a distinctive  supplemen- 
tary label  shall  be  affixed  that  indicates  the  name  and 
amount  of  the  drug  added,  the  date  and  time  of  the 
addition,  the  expiration  date,  and  the  name  of  the  per- 
son who  prepared  the  admixture. 

The  objections  to  Section  numer  6.7830  are  as  fol- 
lows: 

“The  second  rule  and  regulation  concerning  admix- 
tures of  parenteral  solutions  came  to  us  at  a time  when 
there  is  national  concern  medically  relative  to  septice- 
mia IV’s.  We  have  upgraded  our  techniques  of  such  ad- 
ministration particularly  as  concerns  indwelling  catheters 
and  have  instituted  an  IV  nurse  who  has  been  instructed 
to  work  in  close  cooperation  with  the  pharmacists  in  the 
preparing  and  instilling  intravenous  medications  into  IV 
fluids  under  a laminar  flow  hood  in  the  pharmacy  de- 
partment. This  system  appears  to  be  working  fine  pre- 
sently, and  we  naturally  object  to  its  disruption.  The 
staff  has  more  confidence  in  the  aseptic  technic  of  the 
RN  than  they  do  of  our  pharmacist.  Also  our  pharmacy 
services  include  only  ten  hours  of  the  working  day 
leaving  the  other  14  hours  for  RN’s  to  perform  the  en- 
tire function  of  drug  admixture.” 

After  a considerable  amount  of  discussion  as  to  pos- 
sible solutions  for  the  Yavapai  Community  Hospital 
Medical  Staff,  it  was  determined  by  the  Professional 
Committee  that  Section  6.7830  of  the  Arizona  State 
Board  of  Pharmacy  Rules  and  Regulations  is  an  author- 
ity which  physicians  and  hospital  medical  staffs  are  to 
adhere  to  having  been  adopted  and  effected  in  accord- 


ance with  the  Revised  Statutes  of  the  State  of  Arizona. 

It  was  moved  and  carried  to  recommend  that  the  sec- 
tion on  Aging  and  General  Medicine  study  the  situation 
presented  by  the  Yavapai  Community  Hospital  Medical 
Staff  relating  to  Arizona  State  Board  of  Pharmacy  Rules 
and  Regulations  6.7710  and  6.7830  as  to  the  appropriate- 
ness of  the  rules  and  regulations  and  determine  whether 
the  Association  should  request  the  Pharmacy  Board  to 
reconsider  them. 

SECTION  ON  ArMA/ASNA  LIAISON 

Membership 

It  was  reported  that  the  membership  of  the  ArMA/ 
ASNA  Liaison  Committee  is  as  follows: 

Drs.  Crouch,  Boyden  L.,  Dudley,  Jr.,  Arthur  V., 
Flynn,  Richard  O.,  McKinley,  Jr.,  William  W.,  White, 
Jr.,  Joseph  C. 

ASNA  Propect  of  Voluntary  Certification  for 
Continuing  Education 

A letter  was  received  from  the  Arizona  State  Nurses’ 
Association  asking  this  Association  to  collaborate  in  a 
project  proposal  being  submitted  for  funding  to  the 
Nurse  Education  Branch,  Division  of  Nursing,  U.  S.  De- 
partment of  H.E.W.  This  project  is  intended  to  facili- 
tate and  coordinate  continuing  education  for  nurses  and 
to  stimulate  a substantial  majority  of  the  nurses  in  Arizona 
to  voluntarily  become  participants  in  educational  pro- 
grams. The  project  is  being  proposed  for  five  years 
with  a funding  request  of  $325,000. 

It  was  moved  and  carried  to  recommend  to  the  Ex- 
ecutive Committee  that  the  projject  to  expand  a voluntary 
certification  for  continuing  education  plan  by  need 
identification,  long  range  planning,  and  development  of 
standards  by  the  Arizona  State  Nurses’  Association  ap- 
pears to  be  a worthwhile  and  needed  effort  and  to  ap- 
prove the  program  by  letter. 

SECTION  ON  ALLIED  MEDICAL 
GROUPS 

Attorney  General’s  Opinion  on  Chiropractic 

Dr.  Kossuth  reported  on  the  attorney  general’s  opin- 
ion of  February  25,  1972  as  requested  by  the  Arizona 
Atomic  Energy  Commission.  The  opinion  states  that 
the  Arizona  Revised  Statutes  delineating  the  extent  of 
permissible  practice  for  chiropractic  doctors  does  not 
permit  the  use  of  a radiopaque  contrast  media  such  as 
barium  sulfate  or  “Telepaque”  or  any  similar  prepara- 
tion, which  after  oral  ingestion  would  utilize  the  use  of 
x-ray  as  a diagnostic  procedure  to  determine  any  ab- 
normality or  pathology  of  the  gall  bladder  or  gastro  in- 
testinal tract.  The  same  prohibition  applies  to  the  per- 
missible practice  of  naturopathic  doctors.  The  entire 
opinion  is  on  file  and  received  for  information  only. 

OTHER  BUSINESS 

State  Department  of  Health 

Dr.  Kossuth  indicated  that  some  concern  had  been 
received  with  regard  to  the  reduction  in  laboratory  pro- 
cedures by  the  State  Department  of  Health.  He  indi- 
cated that  he  would  initiate  a full  report  to  the  Profes- 
sional Committee  during  its  next  meeting. 

Meeting  adjourned  4:20  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 
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GOVERNMENTAL  SERVICES 
COMMITTEE 

The  meeting  of  the  Governmental  Services  Committee 
of  the  Arizona  Medical  Association,  Inc.,  held  Saturday, 
August  5,  1972,  at  810  W.  Bethany  Home  Road,  Phoe- 
niv,  Arizona,  convened  at  1:15  p.m.,  Walter  R.  Eicher, 
M.D.,  Chairman,  presiding. 

MINUTES 

Minutes  of  the  meetings  held  February  5,  1972,  and 
the  joint  meeting  held  May  6,  1972,  were  approved  as 
distributed. 

MEDICARE  PART  A 

Dr.  Koren  introduced  Mr.  Dick  Johnson,  Government 
Programs  Administrator  for  Arizona  Blue  Cross/Blue 
Shield,  who  will  be  directly  responsible  for  Medicare 
Part  A. 

Dr.  Koren  also  reported  that  there  seems  to  be  an 
easing  of  pressure  from  H.E.W.  regarding  E.C.F.’s  and 
Home  Health  Care  programs. 

MEDICARE  PART  B 

Mr.  Blazek  reported  that  new  physician  profiles  should 
have  been  utilized  starting  on  July  1st,  but  due  to  the 
Phase  II,  this  did  not  come  about  on  time.  The  profiles 
should  be  in  effect  by  mid-August.  These  will  be  based 
on  Calendar  year  1971  data. 

Physician  Identification  Numbers 

The  letter  dated  5/2/72  from  Bruce  E.  Balfe,  Di- 
rector, Department  of  Health  Services  Research  and 
Evaluation,  dealing  with  the  use  of  the  Social  Security 
number  as  a physician  identification  number,  was  re- 
viewed. 

It  was  moved  and  carried  that  we  recommend  to  the 
Board  of  Directors  that  they  do  everything  in  their 
power  to  bring  about  the  concept  that  the  individual 
identification  number  for  all  people  in  the  United  States 
be  the  social  security  number.  That  the  social  security 
number  be  assigned  at  birth. 

Computer  Print-out  Statements 

William  R.  Myers,  M.D.’s  letter  of  5/23/72  regarding 
offensive  computer  print-outs  on  Medicare  statements 
was  presented. 

Mr.  Blazek  indicated  Aetna  would  assist  in  getting  the 
phrases  changed  when  ArMA  came  up  with  suggestions. 

It  was  moved  and  carried  that  this  matter  be  referred 
to  the  Section  on  Medical  Review  for  their  recommenda- 
tion. 

Bennett  Amendment 

The  California  Medical  Association’s  letter  of  June  13, 
1972,  requesting  our  support  in  opposition  to  the  Bennett 
Amendment  was  reviewed.  The  AMA’s  Report  of  the 
Council  on  Medical  Services  (Report  A-A-72)  on  the 
subject  was  also  reviewed. 

It  was  moved  and  carried  that  we  recommend  to  the 
Board  of  Directors  that  ArMA  support  the  position  of 
the  California  Medical  Association  and  the  AMA  in  op- 
position to  the  Bennett  Amendment. 

Pima  County  Medical  Society  Letter  7/27/72 

The  subject  letter  and  attachment  regarding  George 
W.  Nash,  M.D.,  and  Medicare,  was  reviewed. 

It  was  moved  and  carried  to  refer  this  matter  to  the 
Section  on  Medical  Review  for  action  and  recom- 
mendation. 


ACTION  72 

Mr.  Ed  Smith  explained  the  AMA’s  Action  ’72  pro- 
gram and  outlined  the  contents  of  the  various  kits — 
Communications  Kits,  Resources  Materials  Kit,  Chair- 
man s Kit  and  Speakers  Bureau  Kit. 

It  was  moved  and  carried  that  the  above  material 
be  widely  disseminated  to  all  interested  parties  consistent 
with  availability  of  material  which  will  be  determined 
by  the  Executive  Committee. 

SECTION  ON  ECONOMIC  ASPECTS 
OF  MEDICARE 

No  report. 

SECTION  ON  INDIGENT  CARE 

No  report. 

SECTION  ON  MEDICAL  REVIEW 

The  Chairman  announced  that  the  Board  of  Directors 
has  confirmed  William  R.  Myers,  M.D.’s  appointment 
as  Chairman  of  the  Medical  Review  Section. 

SECTION  ON  MENTAL  HEALTH 

No  report. 

SECTION  ON  OEO  PROGRAMS  & 
NEIGHBORHOOD  HEALTH  CENTERS 

Dr.  Alexander  reported  very  little  has  changed  since 
the  last  report.  He  did  indicate  great  problems  in  get- 
ting accurate  information  on  a current  basis. 

Dr.  Layton  reported  that  the  Neighborhood  Health 
Center  operated  in  conjunction  with  the  College  of 
Medicine  is  independent  of  any  other  OEO  program 
and  is  an  educational  arm  of  the  school  only.  It  is  not 
merged  with  other  OEO  programs. 

SECTION  ON  REGIONAL  MEDICAL 
PROGRAMS 

Site  Visit  Reports 

Dr.  Melick  reported  as  follows:  “As  a follow-up  to  our 
Site  Visit  last  September,  I would  like  to  share  with 
you  the  reports  and  funding  we  have  received. 

The  Site  Visit  Team  report  was  presented  to  the 
Regional  Medical  Program  National  Advisory  Council 
at  its  November  9-10  meeting  and  was  favorable  to  our 
program  and  planned  activities.  The  council  approved 
an  increased  level  of  funding  for  1972  at  $1,386,260. 

Despite  the  recommendation  of  the  National  Advisory 
Council,  insufficient  funds  resulted  in  an  actual  level 
of  funding  at  $713,848.  This  is  exactly  the  amount 
awarded  Arizona  Regional  Medical  Program  in  the  pre- 
vious year  (1971).  This  will  fund  ongoing  operational 
projects,  core  staff  activity  plus  small  development  com- 
ponent. 

At  the  time  of  the  Site  Visit,  the  Kidney  Disease  Pro- 
gram was  expected  to  be  funded  from  “earmarked 
funds.”  With  the  removal  of  the  “earmarking,”  such 
programs  must  be  considered  together  with  all  other 
programs  for  funding  as  allocated  by  the  Regional 
Advisory  Group.  Based  on  a special  “Site  Visit”  team 
review  of  the  Renal  Disease  Program  for  Arizona  last 
October,  the  National  Advisory  Council  approved  the 
program  for  funding  in  the  amount  of  $175,260  for  the 
first  year  of  operation. 

The  Regional  Advisory  Group  is  charged  with  making 
priority  decisions  concerning  fund  allocation.  Because 
of  the  funding  limitations  mentioned  above,  this  and 
all  other  approved  but  unfunded  projects,  will  be  con- 
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sidered  again  by  the  Regional  Advisory  Group  when 
and  if  further  financing  becomes  available.  There  have 
been  some  indications  that  additional  funds  may  be  re- 
leased to  Regional  Medical  Programs.  Should  such 
funds  be  awarded,  our  Regional  Advisory  Group  will 
make  the  allocation  based  on  priorities  they  establish.” 
Regional  Advisory  Committee 

It  was  announced  that  Richard  O.  Flynn,  M.D.,  was 
reappointed  as  ArMA’s  representative  to  R.M.P.’s  Re- 
gional Advisory  Committee. 

CESA  Program 

Dr.  Melick  reported  that  the  Continuing  Education 
Service  Area  (CESA)  program  has  been  funded.  There 
is  activity  in  the  following  six  areas:  Cottonwood,  Flag- 
staff, Miami-Globe,  Nogales,  Prescott,  and  Yuma.  The 
“hardware”  needed  for  these  programs  has  been  pro- 
vided and  is  ready  to  go.  It  is  anticipated  that  within 
the  next  two  years  the  other  nine  areas  will  be  added 
for  a total  of  15  areas.  Great  interest  is  exhibited  in  the 
Phoenix  area. 

Dr.  Melick  reported  that  the  committee  is  invited  to 
attend  a general  meeting  on  the  subject  scheduled  for 
1:00  p.m.  on  August  26,  1972,  at  the  Association  offices. 

SECTION  ON  UTILIZATION  REVIEW 

No  report. 

SECTION  ON  COMPREHENSIVE 
HEALTH  PLANNING 

Arizona  Plan  for  Health  Services 

The  voluminous  material  relating  to  the  Arizona  Plan 
for  Health  Services  was  reviewed  in  depth,  with  many 
positions  set  forth.  It  was  generally  agreed  that  ArMA 
should  develop  its  own  positive  alternative  to  the  plan 
being  proposed  by  the  Arizona  Health  Planning  Au- 
thcority.  It  was  pointed  out  that  various  input  by  medi- 
cal groups  had  not  been  used.  It  also  was  noted  that 
consumer  input  seemed  to  be  lacking. 

It  was  noted  that  the  Maricopa  County  Foundation  for 
Medical  Care  has  a plan  that  could  be  used  as  a basis 
for  the  Association’s  plan. 

It  was  moved  and  carried  that  the  Section  on  Compre- 
hensive Health  Planning  be  assigned  the  responsibility 
for  creating  the  ArMA  alternative  plan.  That  the  Sec- 
tion be  expanded  to  include  the  following:  Richard  S. 
Armstrong,  M.D.,  Hal  J.  Breen,  M.D.,  Stanford  F.  Farns- 
worth, M.D.,  Chairman;  Richard  O.  Flynn,  M.D.,  Chris- 
topher A.  Guarino,  M.D.,  Dermont  W.  Melick,  M.D., 
Marvin  C.  Schneider,  M.D. 

That  Patrick  P.  Moraca,  M.D.,  Wallace  A.  Reed, 
M.D.,  John  J.  Standifer,  M.D.,  and  a representative  of 
the  Osteopathic  Association  also  be  invited  to  participate 
with  the  Section  in  preparing  the  ArMA  plan.  That  the 
first  meeting  of  the  Section  be  held  at  6:00  p.m.  on 
August  17,  1972.  That  efforts  be  made  to  present  the 
ArMA  alternative  plan  to  the  Health  Planning  Authority 
at  its  September  19th  meeting. 

OTHER  BUSINESS 

National  Health  Service  Corps 

Dr.  Melick  reported  that  two  physicians  have  been 
assigned  to  the  Maricopa  Health  Network.  That  activity 
is  going  on  at  the  Marana,  Benson-Tombstone,  Arizona 
Job  College  project.  No  physician  has  been  assigned  as 
yet.  A full-time  dentist  and  two  nurses  have  been  as- 
signed. 


It  was  noted  that  Senator  Kennedy  proposes  to  re- 
move the  present  requirement  for  certification  of  need 
by  the  State  Medical  Association  from  the  National 
Health  Service  Corps  legislation. 

It  was  moved  and  carried  that  we  recommend  to  the 
Board  of  Directors  that  our  congressional  representatives 
be  urged  to  vote  against  the  Kennedy  proposal. 
Dominick  Amendment 

Mr.  Smith  advised  that  Senator  Dominick  of  Colorado 
is  going  to  amend  Senator  Kennedy’s  HMO  bill  to  make 
it  possible  for  Foundations  for  Medical  Care  to  be  spe- 
cifically included  in  the  HMO  legislation.  The  Com- 
mittee was  urged  to  support  the  Dominick  amendment. 

It  was  moved  and  carried  that  our  congressional  rep- 
resentatives be  advised  of  our  support  of  the  Dominick 
Amendment. 

Meeting  adjourned  4:26  p.m. 

Bruce  E.  Robinson 
Executive  Director 


SCIENTIFIC  ASSEMBLY  COMMITTEE 

The  meeting  of  the  Scientific  Assembly  Committee 
of  the  Arizona  Medical  Association,  Inc.,  held  at  810 
West  Bethany  Home  Road,  Phoenix,  Arizona,  Sunday, 
August  20,  1972,  convened  at  9:21  a.m.,  Wilfred  M. 
Potter,  M.D.,  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  6/11/72  were 
approved  as  distributed. 

ARIZONA  RIGHT  TO  LIFE  COMMITTEE 

The  Executive  Committee’s  letter  of  8/1/72  on  the 
subject  matter  was  reviewed. 

It  was  moved  and  carried  that  a panel  on  abortion 
would  be  part  of  the  1973  program.  The  panel  would 
consist  of  two  members  appointed  by  the  Arizona  Right 
to  Life  Committee,  Herbert  E.  Pollock,  M.D.,  of 
Tucson,  Robert  Pasnau,  M.D.  of  UCLA  with  Donald 
Brayton,  M.D.,  as  moderator. 

TAX  SHELTER  INVESTMENT  SEMINAR 

The  letter  dated  8/2/72  from  Shearson,  Hammill  and 
Co.  offering  to  provide  the  subject  seminar  during  the 
1973  meeting  was  reviewed. 

It  was  determined  not  to  include  this  in  the  program 
but  to  offer  them  a hospitality  room  or  exhibit  space. 

SURGICENTER 

Dr.  Wallace  Reed’s  suggestion  of  having  a panel  on 
the  comparative  merits  of  the  free  standing  surgical 
facility  was  enthusiastically  received. 

It  was  determined  to  have  this  as  the  Friday  morn- 
ing breakfast  panel.  Dr.  Reed  is  to  be  contacted  to 
suggest  local  panel  participants.  Donald  Brayton,  M.D. 
from  UCLA  is  to  be  invited  to  participate  in  the  panel. 

UCLA'S  PORTION  OF  THE  PROGRAM 

Dr.  Brayton’s  list  of  90  possible  topics  that  the  UCLA 
faculty  could  present  was  reviewed  and  considered  in 
depth.  Following  considerable  discussion  the  following 
program  was  agreed  upon: 
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1974  MEETING 

Mr.  Robinson  reported  that  Robert  S.  Stone,  M.D., 
Vice  President  for  Health  Sciences  and  Dean  of  the 
School  of  Medicine  of  the  University  of  New  Mexico 
has  agreed  that  his  school  will  provide  the  scientific 
program  foi  our  1974  meeting.  Received. 

OTHER  BUSINESS 

Golf  Tournament 

Robert  L.  Hagan,  M.D.  has  agreed  to  be  chairman 
of  the  1973  golf  tournament.  Received. 

Tennis  Tournament 

Everett  Czerny,  M.D.  and  Mrs.  Robert  F.  Crawford 
have  agreed  to  be  chairman  and  co-chairman  of  the 
1973  tennis  tournament.  Received. 

Meeting  adjourned  12:54  p.m. 

Edward  Sattenspiel,  M.D. 
Secretary 
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Insets  into  the  ulcer-prone 

This  man  governs  an  empire— the  section  of  beach 
that  he  combs— and  he  may  have  much  in  common  with 
a business  tycoon.  Both  may  be  ulcer-prone  for  similar 
reasons:  both  may  be  difficult  to  please  — both  may  be 
demanding,  especially  of  themselves.  While  there  are 
many  types  of  duodenal  ulcer  patients,  it  has  been  noted* 
that,  characteristically,  these  individuals  are  not  easily 
satisfied. 

Measuring  oneself  against  one's  own  expectations  or 
against  those  of  society  may  be  equally  trying— equally 
anxiety-provoking.  It  is  hard  to  win  when  both  success 
and  failure  can  demand  a similar  price. 

If  the  ulcer  patient  were  to  modify  his  expectations,  he 
would  experience  less  anxiety— and  perhaps  fewer  ulcer 
attacks.  In  most  cases,  this  would  mean  altering  the  en- 
tire constellation  of  psychological  attitudes.  Many  are 
unwilling  to  do  so,  and  many  are  unable.  But  while  the 
patient  is  trying  to  make  his  best  adjustment  to  his  ulcer, 
he  often  needs  therapeutic  relief  for  both  the  undue 
anxiety  with  which  he  may  be  plagued  and  the  hyper- 
secretion and  hypermotility  that  cause  pain  and  spasm. 

*Palmer,  E.  D.:  Clinical  Gastroenterology,  ed.  2,  New  York,  Hoeber  , 
Medical  Division,  Harper  & Row,  1963,  p.  206. 

Captain  of 
Industry 


Librax  can  relieve  excessive 
anxiety,  thereby  helpins  to  reduce 
pain  and  spasm 

Since  duodenal  ulcer  is  frequently  associated  with 
excessive  anxiety  and  tension,  therapy  logically  demands 
relief  from  both  the  psychic  and  the  somatic  discomfort. 
Librax  can  help  provide  this  dual  relief.  Only  Librax  pro- 
vides in  a single  capsule  both  the  antianxiety  action  of 
Librium®  (chlordiazepoxide  HC1)  and  the  antisecretory/ 
antispasmodic  action  of  Quarzan®  (clidinium  Br).  With 
Librax,  the  patient  usually  tends  to  react  less  strongly 
to  anxiety-provoking  situations,  and  hypersecretion  and 
hypermotility  are  also  reduced.  A reduction  of  asso- 
ciated pain  and  spasm  can  also  be  expected,  and  often 
ulcer  attacks  become  fewer  and  farther  between ! 

lip  to  8 capsules  dally 
in  divided  doses 

Optimum  therapeutic  response  can  be  achieved  with 
individualization  of  dosage— within  the  range  of  1 or  2 
capsules,  3 or  4 times  daily.  Many  patients  will  respond 
well  to  1 capsule  t.i.d.  and  2 at  bedtime.  Librax  can 
often  be  relied  on  both  to  help  in  managing  the  acute 
attack  and  to  help  the  patient  maintain  gains  in  therapy. 
Librax:  Initial  therapy,  Rx  #35,  Sig:  cap.-f  t.i.d.  a.c. 
ind-Tf  h.s. 

:ollow-up  therapy,  Rx  #100,  Sig:  cap.-f'  t.i.d.  a.c. 
an  djfh.s. 

I 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion,  hypermotility 
and  anxiety  and  tension  states  associated  with  organic  or  func- 
tional gastrointestinal  disorders,-  and  as  adjunctive  therapy  in  the 
management  of  peptic  ulcer,  gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis,  and  mild  ulcerative  colitis. 
Contraindications:  Patients  with  glaucoma;  prostatic  hypertrophy 
and  benign  bladder  neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium  bromide. 
Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  ( e.g operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic  drugs, 
an  inhibiting  effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  oversedation 
or  confusion  (not  more  than  two  capsules  per  day  initially;  in- 
crease gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psychotropics 
seems  indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as  MAO 
inhibitors  and  phenothiazines.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute  rage)  have  been  reported 
in  psychiatric  patients.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with 
either  compound  alone  have  been  reported  with  Librax.  When 
chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the  elderly  and  debilitated. 
These  are  reversible  in  most  instances  by  proper  dosage  adjust- 
ment, but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has  been  reported.  Also  en- 
countered are  isolated  instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  constipation,  extrapyramidal 
symptoms,  increased  and  decreased  libido  — all  infrequent  and 
generally  controlled  with  dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may  appear  during  and  after  treat- 
ment; blood  dyscrasias  (including  agranulocytosis),  jaundice  and 
hepatic  dysfunction  have  been  reported  occasionally  with  chlor- 
diazepoxide hydrochloride,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and  con 
stipation.  Constipation  has  occurred  most  often  when  Librax  ther- 
apy is  combined  with  other  spasmolytics  and/or  low  residue  diets. 
Dosage:  Individualize  for  maximum  beneficial  effects.  Usual  main- 
tenance dose  is  1 or  2 capsules,  3 or  4 times  a day,  before  meals 
and  at  bedtime.  Geriatric  patients  — see  Precautions. 

How  Supplied:  Librax®  Capsules,  each  containing  5 mg  chlordiaz- 
epoxide hydrochloride  (Librium®)  and  2.5  mg  clidinium  bromide 
(Quarzan®)  — bottles  of  100  and  500. 
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Division  of  Hoffmann-La  Roche  Inc. 
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Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 
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son); Terrance  W.  Hull.  M.D.  (Phoenix);  Marion  Jabczenski, 
M.D.  (Phoenix);  Tohn  F.  Kahle,  M.D.  (Flagstaff);  Don  V. 
Langston,  M.D.  (Phoenix);  Meyer  Markovitz,  M.D.  (Phoenix); 
Fred  C.  Merkling,  M.D.  (Phoenix);  Robert  J.  Oliver,  M.D. 
(Tucson);  O.  Melvin  Phillips,  M.D.  (Scottsdale);  Wilfred  M. 
Potter  M.D.  (Scottsdale);  James  L.  Schamadan,  M.D.  (Phoe- 
nix); Raymond  Vaaler,  M.D.  (Phoenix);  Dennis  Weiland, 
M.D.  (Scottsdale);  W.  Curtis  Wilcox,  M.D.  (Tucson). 

MEDICAL  ECONOMICS  COMMITTEE:  Richard  S.  Armstrong, 
M.D.,  Chairman  (lucson);  Francis  J.  Bean,  M.D.  (Tucson); 
Charles  M.  Bergschneider,  M.D.  (Scottsdale);  B.  Robert 
Burkhardt  M.D.  (Tucson);  Ian  M.  Chesser,  M.D.  (Tucson); 
Charles  F.  Dalton,  M.D.  (Phoenix);  Wilbur  D.  Dice,  M.D. 
(Tucson):  Kenneth  Dregseth,  M.D.  (Sierra  Vista);  Charles  H. 
Finney,  M.D.  (Phoenix);  William  B.  Helme.  M.D.  (Phoenix); 
Howard  N.  Kandall,  M.D.  (Phoenix);  Gerold  Kaplan,  M.D. 
(Phoenix);  Patrick  P.  Moraca.  M.D.  (Phoenix);  Robert  Pur- 
pura. M.D.  (Tucson);  Wallace  A.  Reed,  M.D.  (Phoenix); 
Roger  E.  Wilcox.  M.D.  (Phoenix). 

MEDICAL  EDUCATION  COMMITTEE:  Robert  E.  T.  Stark 
M.D.,  Chairman  (Phoenix);  Lawrence  M.  Bailey,  M.D. 
(Globe);  Willis  H.  Bower,  M.D.  (Phoenix);  Melvin  L.  Cohen, 
M.D.  (Phoenix);  Raymond  J.  Jennett,  M.D.  (Phoenix); 
Richard  B.  Johns.  M.D.  (Payson);  Jack  M.  Layton,  M.D. 
(Tucson);  Dermont  W.  Melick,  M.D.  (Tucson);  William 

F.  Sheeley,  M.D.  (Phoenix);  David  D.  Smith  M.D.  (Flag- 
staff); David  C.  H.  Sun.  M.D.  (Phoenix);  Ashton  B.  Taylor, 
M.D.  (Phoenix';  CeHl  C.  Vaughn,  M.D.  (Phoenix);  Albert 

G.  Wagner,  M.D.  (Phoenix). 

OCCUPATIONAL  HEALTH  COMMITTEE:  Joseph  M.  Hughes, 
M.D.,  Chairman  (Phoenix);  Floyd  K.  Berk,  M.D.  (Tucson); 
Allen  I.  Cohen  M.D.  (Phoenix);  Sheldon  Davidson,  M.D. 
(Phoenix);  N.  A.  Ehrmann,  M.D.  (Kearny);  Robert  B.  Leon- 
ard, M.D.  (Phoenix);  Alfred  F.  Miller.  M.D.  (Phoenix); 
Kent  L.  Pomeroy,  M.D.  (Phoen’x);  Florian  P.  Rabe  M.D. 
(Scottsdale);  Eugene  J.  Ryan,  M.D.  (Phoenix);  Sidney  L. 
Stovall  M.D.  (Phoenix);  William  C.  Trier,  M.D.  (Tucson); 
Maier  I.  Tuchler,  M.D.  (Phoenix). 
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MEMBERS  ARE  URGED  TO  BRING  MATTERS  OF  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 

AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Donald  K. 
Buffmire,  M.D.  Chairman  (Phoenix);  Harry  C.  Smith,  M.D. 
(Douglas);  George  H.  Mertz,  M.D.  (Phoenix);  Jack  I.  Mow- 
rey,  M.D.  (McNary);  James  T.  O’Neil,  M.D.  (Casa  Grande); 
John  R.  Schwartzmann,  M.D.  (Tucson). 

PROFESSIONAL  COMMITTEE:  Albert  G.  Wagner,  M.D.,  Chair- 
man (Phoenix);  Robert  J.  Antos,  M.D.  (Phoenix);  Charles  D. 
Connor,  M.D.  (Phoenix);  Robert  I.  Cutes,  M.D.  (Tucson); 
Robert  S.  Ganelin,  M.D.  (Phoenix);  Joseph  W.  Hanss,  M.D. 
(Phoenix);  George  T.  Hoffmann,  M.D.  (Phoenix);  Harold  W. 
Kohl,  Jr.,  M.D.  (Tucson);  Laurence  M.  Linkner,  M.D.  (Phoe- 
nix); William  G.  Payne,  M.D.  (Tempe);  Hermann  S.  Rhu, 
Jr.,  M.D.  (Tucson);  Donald  F.  Schaller,  M.D.  (Phoenix); 
George  A.  Spendlove,  M.D.  (Phoenix);  Neil  O.  Ward,  M.D. 
(Phoenix). 

PUBLIC  RELATIONS  COMMITTEE:  Morton  S.  Thomas,  III, 
M.D.,  Chairman  (Wickenburg);  Robert  W.  Brazie,  M.D. 
(Scottsdale);  Donald  E.  Clark,  M.D.  (Tucson);  Richard  L. 
Jones,  M.D.  (Tempe);  Don  V.  Langston,  M.D.  (Phoenix); 
Charles  M.  Lofdahl,  M.D.  (Phoenix);  William  W.  McKinley, 
Jr.,  M.D.  (Bisbee);  William  C.  Scott,  M.D.  (Tucson);  Selma 
E.  Targovnick,  M.D.  (Phoenix);  Jack  H.  Wilson,  M.D. 
(Phoenix). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Wilfred  M.  Potter, 

M.D.,  Chairman  (Scottsdale);  William  E.  Bishop,  M.D. 
(Globe);  W.  Scott  Chisholm,  Jr.,  M.D.  (Phoenix);  William  G. 
Payne,  M.D.  (Tempe);  Milton  S.  Dworin,  M.D.  (Tucson); 
Vincent  A.  Fulginiti,  M.D.  (Tucson);  T.  Richard  Gregory, 
M.D.  (Phoenix);  Thomas  F.  Hartley,  M.D.  (Scottsdale); 
Thomas  Henry,  M.D.  (Flagstaff);  James  M.  Hurley,  M.D. 
(Phoenix);  Mark  M.  Kartchner,  M.D.  (Tucson);  Eugene  Leib- 
sohn,  M.D.  (Phoenix);  Philip  Levy,  M.D.  (Phoenix);  J.  Frank 
Martin,  M.D.  (Yuma);  John  E.  Oakley,  M.D.  (Prescott); 
Neopito  L.  Robles,  M.D.  (Tucson);  W.  David  Rummel,  M.D. 
(Prescott);  W.  A.  Susong,  M.D.  (Phoenix);  Luis  S.  Tan,  M.D. 
(Phoenix);  Oscar  A.  Thorup,  Jr.,  M.D.  (Tucson);  Joseph  C. 
White,  Jr.,  M.D.  (Phoenix);  J.  Garland  Wood,  Jr.,  M.D. 
(Flagstaff);  Donald  Ziehm,  M.D.  (Phoenix). 


COUNTY  MEDICAL  SOCIETY  OFFICERS,  1972-73 

APACHE:  Jack  I.  Mowrey,  M.D.,  President,  P.O.  Box  887,  Lake- 
side, 85929;  Arnold  H.  Dysterheft,  M.D.,  Secretary,  P.O. 
Box  887,  Lakeside  85029. 

COCHISE:  John  Blaisdell,  M.D.,  President,  Box  1674,  Sierra 
Vista  85635;  Edward  H.  Vogel,  M.D.,  Secretary,  11  N. 
Canyon  Dr.,  Sierra  Vista  85635. 

COCONINO:  John  W.  Vosskuhler,  M.D.,  President,  1355  N. 
Beaver,  Flagstaff  86001;  William  J.  Austin,  M.D.,  Secre- 
tary, 1355  N.  Beaver,  Flagstaff  86001. 

GILA:  David  B.  Gilbert,  M.D,  President,  Physician’s  & Surgeons 
Clinic,  Payson  85541;  Thomas  B.  Jarvis,  M.D,  703  Ash 
Street,  Globe  85501. 

GRAHAM:  Bruce  N.  Curtis,  M.D,  President,  618  Central,  Saf- 
ford  85546;  Dennis  C.  Hess,  M.D,  503— 5th  Avenue,  Saf- 
ford  85546. 

GREENLEE:  Lynn  Hilbun,  M.D,  President,  Rt.  1,  Box  314, 
Morenci  88540;  J.  Deibert  Miller,  M.D,  Secretary,  Morenci 
Hospital,  Morenci  85540. 

MARICOPA:  Patrick  P.  Moraca,  M.D,  President;  Max  L.  Wertz, 
M.D,  Secretary. 

(Society  address:  2025  North  Central  Avenue,  Phoenix  85004) 
MOHAVE:  Eugene  Rounseville,  M.D,  President,  Mohave  General 
Hospital,  Kingman  86401;  Earl  Gilbert,  M.D,  Secretary, 
Mohave  Co.  General  Hospital,  Kingman  86401. 

NAVAJO:  Howard  L.  Roberts,  Jr,  M.D,  President,  Box  AC, 
Snowflake  85037;  William  R.  Engvall,  M.D,  Secretary, 
1500  Williamson  Ave,  Winslow  86047. 

PIMA:  Richard  L.  Dexter,  M.D,  President;  George  W.  King, 
M.D,  Secretary. 

(Society  Address:  2555  East  Adams  Street,  Tucson) 

PINAL:  Robert  P.  Brower,  M.D,  President,  San  Manuel  Hos- 
pital, San  Manuel,  85631;  James  M.  Wagoner,  M.D,  Secre- 
tary, 1023  E.  Florence  Blvd,  Casa  Grande  85222. 

SANTA  CRUZ:  Zenas  B.  Noon,  M.D,  President,  Gebler  Bldg, 
Nogales  85621;  Charles  S.  Smith,  M.D,  Secretary,  P.O.  Box 
1382,  Nogales  85621. 

YAVAPAI:  Dallas  C.  Allred,  M.D,  President,  120  Grove  Ave, 
Prescott  86301;  J.  B.  McNally,  M.D,  Secretary,  434  West 
Gurley,  Prescott  86301. 

YUMA:  H.  D.  Bryan,  M.D,  President,  2244  S.  Avenue  A,  Yuma 
85364;  Henry  R.  Meyer,  M.D,  Secretary,  601  S.  5th  Ave, 
Yuma  85364. 
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PRESIDENT  Mrs.  Charles  I.  Fisher  (Peggy) 

352  West  Berridge  Lane,  Phoenix  85013 

PRESIDENT-ELECT  Mrs.  Thomas  Jarvis  (Barbara) 

1266  Skyline  Drive,  Globe  85501 

1st  VICE-PRESIDENT  Mrs.  Albert  J.  Ochsner  II  (Jo) 

630  East  26th  Place,  Yuma  85364 

2nd  VICE-PRESIDENT  Mrs.  Raymond  Vaaler  (Ann) 

3624  North  54th  Court,  Phoenix  85018 

RECORDING  SECY  Mrs.  Warren  S.  Williams  (Pete) 

Route  5,  Box  893,  Tucson  85718 

TREASURER  Mrs.  Robert  Hancock  (Elvera) 

1004  West  Palo  Verde  Drive,  Phoenix  85013 

DIRECTOR:  1971-73  Mrs.  Carl  Shrader,  Jr.  (Ginny) 

1615  Aztec,.  Flagstaff  86001 

DIRECTOR:  1972-73  Mrs.  Charles  Henderson  (Nancy) 

5948  North  14th  Place,  Phoenix  85014 

DIRECTOR:  1972-74  Mrs.  Howard  Kimball  (Ella) 

414  West  Northview  Avenue,  Phoenix  85021 

CHAPLAIN  Mrs.  James  Fuzzell  (Beverly) 

615  West  Lawrence  Road,  Phoenix  85013 

CORRESPONDING  SECY  Mrs.  Thomas  Edwards  (Dottie) 

7033  N.  13th  Street,  Phoenix  85020 

HISTORIAN  Mrs.  Melvin  Phillips  (Jean) 

111  West  Palmdale,  Tempe  85281 

PARLIAMENTARIAN  Mrs.  W.  Scott  Chisholm  (Jeanne) 

613  East  Vista  Avenue,  Phoenix  85020 

COUNTY  AUXILIARY  PRESIDENTS 

Coconino:  Mrs.  William  Austin  (Aliene) 

496  Philomeno,  Flagstaff  86001 
Gila:  Mrs.  Lawrence  Bailey  (Mary  Ann) 

703  Oak,  Globe  85501 
Maricopa:  Mrs.  William  Robey  (Barbara) 

Box  597,  Litchfield  Park  85340 
Pima:  Mrs.  Ruben  Acosta  (Mary) 

85  Sierra  Vista  Drive,  Tucson  85719 
Yavapai:  Mrs.  Ben  Whitman  (Alberta) 

Box  22,  VA  Center,  Prescott  86301 
Yuma:  Mrs.  William  Phillips  (Helen) 

633  8th  Avenue,  Yuma  85364 

CHAIRMAN  OF  STANDING  AND  SPECIAL  COMMITTEES 
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AMA-ERF  Mrs.  William  Bishop  (Marion) 

211  South  Third,  Globe  85501 

BYLAWS  Mrs.  Lawrence  Bailey  (Mary  Ann) 

703  Oak,  Globe  85501 


COMMUNITY  HEALTH  EDUC Mrs.  Fred  Jensen  (Alice) 

310  East  McLellan  Road,  Phoenix  85012 
COMMUNITY  HEALTH  SERV.  . Mrs.  Thomas  Hartley  (Martha) 
5600  East  Indian  Bend,  Scottsdale  85253 

CONVENTION  Mrs.  Ray  Fife  (Ruth) 

6315  North  20th  Street,  Phoenix  85016 

FINANCE  Mrs.  Albert  Wagner  (Helen) 

3216  E.  Meadowbrook  Avenue,  Phoenix  85018 

GEMS  Mrs.  Jerry  Wetherell  (Helen) 

7029  North  2nd  Drive,  Phoenix  85021 

HAMER  EDUC.  LOAN  FUND Mrs.  Alvin  Swenson  (Vicki) 

5250  Bartlett  Circle,  Phoenix  85016 

HEALTH  CAREERS  Mrs.  Dennis  E.  Weiland  (Jeanne) 

5826  N.  Monte  Vista  Drive,  Scottsdale  85253 

HOSTESS  Mrs.  Lewis  Winter  (Jean) 

1714  East  Rose  Lane,  Phoenix  85016 

INTERNATIONAL  HEALTH  Mrs,  Luis  Tan  (Mary  Jo) 

3510  East  Nita  Road,  Paradise  Valley  85253 

LEGISLATION  Mrs.  Thomas  Taber,  Sr.  (Dorothy) 

1919  East  Rovey  Circle,  Phoenix  85016 

TEMPE,  MESA,  CHANDLER  LIAISON  

Mrs.  John  Hanigsberg  (Barbara) 
1610  East  Donner  Street,  Tempe  85282 
ORGANIZATION  & MEMBERSHIP.  . . .Mrs.  Albert  Ochsner  (Jo) 
630  East  26th  Place,  Yuma  85364 
PROCEDURES  & GUIDELINES ..  Mrs.  Robert  Price  (Dorothy) 
163  West  Myrtle  Avenue,  Phoenix  85021 

PROGRAM  Mrs.  Raymond  Vaaler  (Ann) 

3624  North  54th  Court,  Phoenix  85018 

PUBLICATIONS  Mrs.  Robert  McCarver  (Betty) 

6530  North  61st  Street,  Paradise  Valley  85253 

PUBLIC  RELATIONS  Mrs.  James  Grobe  (June) 

136  East  Desert  Park  Lane,  Phoenix  85013 

REPORTS  Mrs.  Charles  Kalil  (Ylma) 

1300  East  Missouri  Avenue,  Phoenix  85014 

WASAMA  Mrs.  John  Hayes  (Shirlee) 

717  West  El  Camino,  Phoenix  85021 
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SOMETHING 

BETTER 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 


The  Arizona  Medical  Association  has 
taken  an  important  step  toward 
something  better:  a Professional  Liability 
Insurance  Program  designed  especially 
for  its  members  by  The  T ravelers 
Insurance  Companies. 

With  the  Association-sponsored 
Program,  you  get  better  coverage, 
better  limits,  better  cost,  better  claim 
settlement  cooperation,  and  better 
market  stability. 

Your  membership  in  the  Association 
entitles  you  to  better  benefits.  Take 
advantage  of  the  opportunities  your 
membership  offers.  Contact  one  of  these 
official  representatives  nearest  you  for 
full  details: 


Phoenix  and  Northern  Arizona 

Burns-Harrelson-Burns 
5045  North  12th  Street 
Phoenix  85014 
Phone  266-441 1 

Tucson  and  Southern  Arizona 

Patzman-Allen-Lamb  & Associates 
3964  East  Pima 
Tucson  85712 
Phone  327-5981 

Do  it  today! 


TRAVELERS  Insurance  Compai 

HARTFORD.  CONNECTICUT 


The 


“The  history  of  science,  and  in 
particular  the  history  of  medicine . ...  is. . . 

the  history  of  man's  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton.  from  "The  History 

of  Medicine.  Versus  the  History  of  Art.  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 


of  two  or  more  drugs? 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 

13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  product 
useful  in  treatment  involving 
concomitant  use  of  two  or  more  drugs 


Opinion 

Dialog) 


a 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
University  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether inone  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal” patients. 

There  is  no  doubt  that 
many  “atypical”  patients 
are  to  be  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihypertensives,  al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  c 
of  money.  I wish  we  co 
agree  on  a “grandfat 
clause”  approach  to  pre 
rations  that  have  been  in 
for  a number  of  years 
that  have  an  appareh 
satisfactory  track  recorc 
For  example,  I th 
some  of  the  antibiotic  c 
binations  that  were  ta 
off  the  market  by  the  F 
performed  quite  well.  I 
thinking  particularly 
penicillin  - streptomy 
combinations  that  path 
— especially  surgical 
tients  — were  given  in 
injection.  This  made 
less  discomfort  for  the 
tient,  less  demand 
nurses’  time,  and  fe  e 
opportunities  for  dosi' 
errors.  To  take  sucl 
preparation  off  the  ma  ( 
doesn’t  seem  to  be  gp 
medicine,  unless  actual; 
age  showed  a great  deac 
harm  from  the  injectr 
(rather  than  the  prcje 
use)  of  the  combination 
The  point  that  shouLjb 
emphasized  is  that  tli 
are  both  rational  and  i e 
tional  combinations,  'h 
real  question  is,  who  sh<d 
determine  which  is  whh 
Obviously,  the  FDA  r.s 
play  a major  role  in  nd 
ing  this  determination! 
fact,  I don’t  think  it  J 
avoid  taking  the  ultin1 1 
responsibility,  but  it  sh<  L 
enlist  the  help  of  out:d 
physicians  and  expert  ! 
assessing  the  evidence 
in  making  the  ultimateie 
cision. 


One  of  a series 


[ 

Advertisement 

it 


Maker  of  Medicine 


W.  Clarke  Wescoe,  M.D. 


President 

Winthrop  Laboratories 


If  two  medications  are 
sed  effectively  to  treat  a 
ertain  condition,  and  it  is 
nown  that  they  are  com- 
atible,  it  clearly  is  useful 
nd  convenient  to  provide 
hem  in  one  dosage  form, 
t would  make  no  sense,  in 
fact  it  would  be  pedantic, 
p insist  they  always  be 
rescribed  separately.  To 
void  the  appearance  of 
edantry,  the  “expert”  de- 
ries  the  combination  be- 
ause  it  is  a fixed  dosage 
arm.  When  the  “expert” 
avokes  the  concept  of  fixed 
osage  form  he  obscures 
ae  fact  that  single-ingre- 
ient  pharmaceutical  prep- 
rations  are  also  fixed 
osage  forms.  By  a singular 
pmantic  exercise  he  im- 
lies  a pejorative  meaning 
p the  term  “fixed  dose” 
nly  when  he  uses  it  with 
espect  to  combinations, 
/hat  is  ignored  is  the  sim- 
le  fact  that  only  in  the 
arest  of  circumstances 
oes  any  physician  attempt 
) titrate  an  exact  thera- 
eutic  response  in  his  pa- 
jent.  It  is  quite  possible 
hat  some  aches  and  pains 
ill  respond  to  500  mg.  of 
spirin  yet  that  fact  does 
jot  militate  against  the  us- 
aZ  dose  being  650  mg. 

The  other  semantic  ploy 
ften  called  into  play  is  to 
escribe  a combination 
roduct  as  rational  or  irra- 
onal. 

Take  antibiotic  mixtures, 
ie  source  of  much  of  the 
riticism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted  from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ©pDialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Future 
Medical  Meetings 


ALCOHOLISM  CONTROL 
PARTS  I,  II,  AND  111 

OCTOBER  5,  6,  7,  1972 -PART  I 

NOVEMBER  30,  DECEMBER  1,  2,  3,  1972 
- PART  II 

JANUARY  11,  12,  3,  1972  -PART  III 
PART  I and  II  Holiday  Inn  (Airport) 

Part  III  — Rodeway  Inn,  24th  & Buckeye 
Phoenix,  Arizona 

SPONSOR:  Arizona  Regional  Medical  Program 

CONTACT: 

Betty  R.  Ord,  Chairman 

APHA  Committee  on  Continuing  Education 

Arizona  Regional  Medical  Program 

4400  E.  Broadway,  Suite  606 

Tucson,  AZ  871 1 

Each  session  approved  tor  20  elective  hours  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


VECTORCARDIOGRAPHY 
A WORKSHOP 

October  11-13,  1972 
Mountain  Shadows  Resort  Hotel 
Scottsdale,  Arizona 

SPONSOR:  The  American  College  of  Cardiology 

The  Institute  for  Cardiovascular  Diseases,  Good  Samaritan 
Hospital,  Alberto  Benchimol,  M.D.,  Director 

CONTACT 

Miss  Mary  Anne  Mclnerny,  Director 
Dept,  of  Continuing  Education  Programs 
American  College  of  Cardiology 
9650  Rockville  Pike 
Bethesda,  Maryland  20014 


SCOTTSDALE  MEMORIAL  HOSPITAL 
MEDICAL  SEMINAR  #FOUR 

October  14,  1972 
Scottsdale  Memorial  Hospital 

SPONSOR:  Scottsdale  Memorial  Hospital 

CONTACT: 

Medical  Staff  Treasurer 
Scottsdale  Memorial  Hospital 
7400  East  Osborn  Rd. 

Scottsdale,  Arizona  85251 


PANEL  DISCUSSION  AND  WORKSHOPS 
ON  LIVER  DISEASE 

October  14-15,  1972 
Coconino  County  Health 
Department  Building 
Flagstaff,  Arizona 

SPONSOR:  Arizona  Regional  Medical  Program 
College  of  Medicine,  Univ.  of  Arizona 

CONTACT: 

D.  W.  Melick,  M.D. 

Arizona  Regional  Medical  Program 
5735  East  Fifth 
Tucson,  Arizona 

Approved  for  8 required  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


TWO-WEEK  SPECIAL  REVIEW  COURSE 
IN  OBSTETRICS  AND  GYNECOLOGY 

October  1 6-27,  1 972 

Cook  County  Graduate  School  of  Medicine 
Chicago,  Illinois 

SPONSOR:  Cook  County  Graduate  School  of  Medicine 

CONTACT: 

Eugene  A.  Meyer,  Registrar 
707  South  Wood  Street 
Chicago,  Illinois  60612 

Approved  for  84  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


TUBERCULOSIS  TODAY 

October  25,  1 972 
Holiday  Inn,  Tempe,  Arizona 

SPONSOR:  Arizona  State  Dept,  of  Health 
Indian  Health  Service  & the  Center  for 
Disease  Control  (USPHS) 

CONTACT: 

Michael  Cynamon,  M.D. 

1440  E.  Indian  School  Rd. 

Phoenix,  AZ  85014 

Approved  for  2 required  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


ARIZONA  ACADEMY  OF  FAMILY  PHYSICIANS 

October  25-28,  1972 
Holiday  Inn 

Guadalajara,  Jalisco,  Mexico 

SPONSOR:  Arizona  Academy  of  Family  Physicians 

CONTACT 

Mrs.  June  Boykin,  Executive  Secretary 
Arizona  Academy  of  Family  Physicians 
3627  N.  60th  Street 
Scottsdale,  AZ  85251 

Approved  for  14  prescribed  credit  hours  for  AAFP,  ArMA  and 
AMA's  Physician  Recognition  award. 
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FIESTA  DE  LOS  ACROS 
Arizona  Center  for  Radiation  Oncology  Studies 

October  31,  1972 

Arizona  Medical  Center,  Tucson,  Arizona 

SPONSOR:  Arizona  Medical  Center 

CONTACT 

Department  of  Radiology 
Arizona  Medical  Center 
Tucson,  AZ  85721 


PRACTICAL  PEDIATRICS  FOR 
FAMILY  PRACTITIONERS 

November  4,  1 972 

St.  Joseph's  Hospital  and  Medical  Center 
Phoenix,  Arizona 

SPONSOR:  St.  Joseph's  Hospital  & Medical  Center 

CONTACT 

Melvin  L.  Cohen,  M.D. 

350  W.  Thomas  Road 
Phoenix,  AZ  85013 

Approved  for  8 required  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


MEDICAL  COMPLICATIONS  OF  DIABETES 

November  4,  1 972 
Maricopa  County  General  Hospital 

SPONSOR:  Maricopa  County  General  Hospital 

CONTACT 

Jerome  Targovnik,  M.D. 

Maricopa  County  General  Hospital 
2601  East  Roosevelt  St. 

Phoenix,  Arizona 

Approved  for  5 required  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


CURRENT  AND  FUTURE  CONCEPTS 
IN  GASTROENTEROLOGY 

November  6-8,  1972 
Arizona  Medical  Center 
Tucson,  Arizona 

SPONSOR:  American  College  of  Physicians 

CONTACT 

Eoward  C.  Rosenow,  Jr.,  M.D. 

Execeutive  Vice  President 
American  College  of  Physicians 
4200  Pine  Street 
Philadelphia,  Pa.  19104 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Totacmin 

(ampicillin  trihydrate) 

•capsules  equivalent  to  250  mg.  and  500  mg. 

ampicillin,  tor  oral  suspension  equivalent 
to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin. 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 
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We  started  with  a resort! 


So  patients  have  everything  they  need.  Quiet.  Serenity.  Swimming 
and  relaxing  under  year  ’round  sunshine.  In  the  Valley  of  the  Sun,  one 
of  the  finest  resort  areas. 

The  private  practice  psychiatrist  has  everything  he  needs,  too. 

Including  a highly  competent  psychiatric  team  to  render 
personalized  care  to  his  patient.  Nursing  and  therapy  staffing, 
one  to  one.  Experience  in  treating  the  entire  spectrum  of  mental 
disorders,  including  specific  programs  for  the  young  adult,  the 
alcoholic  patient  and  the  drug  abuser. 

Garpelback  Hospital 

uAn  instrument  for  healing”  5055  North  34th  Street,  Phoenix,  Arizona  85018  • (602)  955-6200 


20th  ANNUAL  MEETING  OF  THE  MEDICAL 
SOCIETY  OF  THE  UNITED  STATES  AND  MEXICO 

November  8-12,  1972 
Guadalajara  Hilton 
Guadalajara,  Jalisco,  Mexico 

SPONSOR:  Medical  Society  of  the  United  States  and  Mexico 

CONTACT 

Mrs.  Virginia  E.  Bryant 
Executive  Secretary 
333  West  Thomas  Road,  #207 
Phoenix,  AZ  85013 


SEMINAR  ON  THE  URINARY  TRACT 
- RADIOLOGY  - 

November  11,1 972 
8:30-5:30 

Maricopa  County  General  Hospital 
Maricopa  Conference  Room 
Phoenix,  Arizona 

SPONSOR:  Maricopa  County  General  Hospital 

CONTACT: 

Marcy  Sussman,  M.D. 

2601  E.  Roosevelt  St. 

Phoenix,  AZ  85008 

Approved  for  8 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


GERIATRIC  NURSING 

November  3-4,  1972 
St.  Joseph's  Hospital  and  Medical  Center 
Phoenix,  Arizona 

SPONSOR:  Department  of  Education,  St.  Joseph's 
Hospital  and  Medical  Center 

CONTACT 

Mrs.  Nancy  Concholar,  Coordinator 

Department  of  Education 

St.  Joseph's  Hospital  and  Medical  Center 

Phoenix,  Arizona 

Telephone  277-6611  Ext.  3410 


INTERNATIONAL  COLLEGE  OF  SURGEONS 
5th  WEST  HEMISPHERE  CONGRESS 

November  12-16,  1972 
Town  & Country  Hotel 
Convention  Center 
San  Diego,  California 

SPONSOR:  International  College  of  Surgeons 

CONTACT 

5th  Western  Hemisphere  Congress 
136  N.  Brighton  Street 
Burbank,  California  91506 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 


Bactociir 

(sodium  oxacillin) 

'capsules  equivalent  to  250  mg.  and  500  mg. 
oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


Beecham-Massengill  Pharmaceuticals 
on  of  Beecham  Inc.  Bristol,  Tennessee  37620 
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MEDICAL 

} N,  IMC. 


[rest  include: 
Ltection 
L WIVES 


Never  before 

so  much  for  so  little. 

You  couldn’t  get  insurance  coverage  this  extensive  on  your  own. 
And,  even  if  you  could,  you  couldn’t  get  it  for  so  little. 

These  6 plans  were  specially  created  for  the  medical  profession 
under  the  auspices  of  the  Arizona  Medical  Association  as  a 
unique  membership  service. 

Rates  are  extremely  low  because  of  group 
economies.  Claim  processing  is  simple  and 
fast  because  all  plans  are  under  a single 
administrator. 

So  why  settle  for  less  coverage  when  you  can 
get  so  much  for  so  little. 

For  more  information,  contact: 

CHARLES  A.  de  LEEUW  AND  ASSOC.  Phoenix,  Arizona  85012 
3424  North  Central  Avenue  Phone:  248-8500 


PSYCHOTHERAPEUTIC  DRUGS  TODAY 

November  17,  1972 
Arizona  State  Hospital 
Phoenix,  Arizona 

SPONSOR:  Arizona  State  Hospital 

CONTACT 

Eli  Schlossberg,  R.Ph. 

Arizona  State  Hospital 
2500  East  Van  Buren  Street 
Phoenix,  Arizona 

Approved  for  3 required  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


THE  PROBLEM  ORIENTED  RECORD 
A TOOL  FOR  FAMILY  PRACTITIONERS 

November  21,  1972 
Arizona  Medical  Center 
Tucson,  Arizona 

SPONSOR:  University  of  Arizona  College  of  Medicine 
Department  of  Family  and  Community  Medicine 

CONTACT 

Anthony  F.  Vuturo,  M.D. 

Dept,  of  Family  & Community  Medicine 
College  of  Medicine 
University  of  Arizona 
Tucson,  AZ  85721 

Approved  for  3 required  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


RECENT  ADVANCES  IN  CLINICAL  AND 
LABORATORY  DIAGNOSIS 

November  25-26,  1972 
University  of  Arizona,  College  of  Medicine 
Tucson,  Arizona 

SPONSOR:  Arizona  Chapter,  American  Academy  of  Pediatrics 

CONTACT 

Gilbert  M.  Burkel,  M.D. 

Pima  County  Pediatric  Society 
1 16  N.  Tucson  Blvd. 

Tucson,  AZ  85716 

Approved  for  9 required  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


WORLD  FEDERATION  FOR  MENTAL  HEALTH 
SYMPOSIUM  - "CULTURALLY  & LINGUISTICALLY 
HANDICAPPED  CHILDREN" 

November  26-29,  1972 
Pioneer  International  Hotel,  Tucson,  Arizona 

SPONSOR:  World  Federation  for  Mental  Health 

CONTACT 

John  C.  Duffy,  M.D. 

1415  N.  Fremont  Avenue 
Tucson,  Arizona 

Approved  for  14  Elective  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Pyopen* 

(disodium  carbenicillin) 

'vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 

inna 

Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 
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Eugene  R.  Aimer,  M.D. 

Otto  L.  Bendheim,  M.D. 

Paul  M.  Bindelglas,  M.D. 

T.  Richard  Gregory,  M.D. 
Jacob  D.  Hoogerbeets,  M.D. 
Thomas  F.  Kruchek,  M.D. 
Harold  E.  MeNeely,  Ph.D. 
Fred  C.  Merkling,  M.D. 
Sanford  H.  Meyers,  M.D. 
George  A.  Peabody,  M.D. 
Stanford  E.  Perlman,  Ph.D. 
George  G.  Saravia,  M.D. 
Jerome  F.  Szymanski,  M.D. 
Floyd  L.  Templeton,  M.D. 


'Y*  ^^t**1*^^* 

genera!  psychiatry  and  neurology 
chi  Id  psyc  hi  a try* 
p s y c h o 

clinical  psychology 

and  family  counselling 


Medical  Center  -fdaif  and  Clinical  Xaberaterif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY 
PORTABLE  X-RAY  AND  E.K.G.  SERVICE 

R.  Lee  Foster , M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 
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To  bill  a patient  or  check  an  account, 
all  you  have  to  do  is  open  your  mouth. 


No  more  ledgers  to  keep.  No  more 
hills  or  statements  to  type.  Now  all  you 
have  to  do  to  do  the  billing  is  open 
your  mouth. 

It's  a foolproof  medical  billing  sys- 
tem called  VOICE.  Valley  Bank's  On- 
Line  Information  Center.  And  here's 
how  it  works. 

Using  your  touch-tone  telephone,  you  call  in  daily 
or  weekly  billing  information.  Then  the  information 
is  read  back  to  you  as  a double-check.  That's  it. 


The  bills  are  prepared  and  sent  out 
without  you  lifting  a finger. 

Forget  about  mistakes.  With  VOICE 
doing  all  the  computations  as  well  as 
helping  you  double-check  billing  infor- 
mation, there  just  isn’t  very  much  possi- 
bility for  error. 

We’ll  be  delighted  to  demonstrate 
VOICE  right  in  your  office.  Just  call  261-1665 
in  Phoenix  or  792-7370  in  Tucson.  And  ask  for 
VOICE. 


Valley  Bank 

Business  Systems  Division 


NOW,  AVAILABLE  FROM  ArMA 

Owe  insurance  ^ jj-orm 

^7 'or  &4ll  CZlaints 


ORDER  YOURS  TODAY  AND  STOP  THE 
CONFUSION  OF  MULTIPLE  INSURANCE  FORMS 

samples  available  on  request 


COST:  $1 .50  per  hundred 


To:  Arizona  Medical  Association 
810  West  Bethany  Home  Rd., 

Phoenix,  AZ.  85013 

Please  send  me  hundred  approved 

insurance  forms  costing  $1 .50  per  hundred. 

Name 

Address  

Bill  Me:  □ Payment  Enclosed:  □ 
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HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


YOU  WORKED  HARD 

WE  BIND  YOUR 

^ FOR  THAT 

PTO  / DIPLOMA.. 

PERIODICALS 

JHk,  V why  not  have  it 

” ” laminated? 

Preserve  your  reference  journals  as  beautifully 

Bound  Books.  Choose  from  30  different  colors 

of  durable  Library  Buckram  or  Imitation  j 

it  wilS  last  a lifetime.... 

Leather. 

■rac3E  PLJL0UE  SHOP 

$6.50  per  volume,  including  name  imprint. 

Inquire  about  quantity  discounts. 

Wood  plaques — Ready  to  hang 

Free  local  pick  up  and  delivery  on  10  volumes 

No  glass  to  break  — Moisture  proof 

Dirt  proof  — Impressive. 

or  more. 

Our  plaques  are  manufactured  locally. 

£ 7231  EAST  FIRST  AVENUE- 

anzona  laminating  service  inc  j SCOTTSDALE,  ARIZONA  85251  • 

ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 

PHOENIX,  ARIZONA  85009 

^ (602)  945-9338 

272-9338 
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Classified 


Medical  Transcription 
For  Physicians  and 
Hospitals 

MULLEN  MEDICAL  SERVICE 

4445  North  36th  Streot 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 702 
1 00  W.  Clarendon  — Phoenix 
Telephone  263-8526 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


LOCUM  TENENS 

Physician  available  for  locum  tenens,  in  gen- 
eral or  internal  medicine.  Contact  Box  15, 
Arizona  Medical  Association,  810  W.  Bethany 
Home  Rd.,  Phoenix,  AZ  85013  or  telephone 
948-0437. 


PHYSICIANS  NEEDED 

Family  practitioners  or  other  primary  physi- 
cians for  teaching  program  in  family  practice,- 
one  to  head  up  University  Hospital  emergency 
unit;  one  to  participate  in  model  family  prac- 
tice unit.  Qualifications:  imagination,  interest 
and  ability  in  teaching.  Faculty  appointment, 
adequate  salary  and  benefts.  Write  Dept,  of 
Family  and  Community  Medicine,  College  of 
Medicine,  University  of  Arizona,  Tucson,  AZ 
85724.  An  equal  opportunity  employer. 


POSITION  WANTED 

Mature  Board  Certified  general  surgeon  de- 
sires opportunity  in  smaller  community  in 
Arizona.  Married  with  family;  willing  to  do 
limited  GP;  available  for  personal  interview 
for  mutual  evaluation.  Reply  Box  #2,  Arizona 
Medical  Association,  810  West  Bethany  Home 
Road,  Phoenix,  AZ  85013. 


SEEKING  LOCATION 

OBG  certified,  34,  married  4 children,  no  mili- 
tary obligation;  FACOG,  5 years  residency  plus 
4 years  on  full-time  university  teaching  staff. 
Chief  Family  Planning  Project,  experienced  in 
all  aspects  of  F.P.  including  terminations  of 
pregnancy  and  laparoscopic  tubals  interested 
in  starting  or  directing  a comprehensive  Family 
Planning  Unit  of  OG-GYN  dept.  — teaching 
responsibility  is  a plus.  Write  Box  13,  Arizona 
Medical  Association,  810  W.  Bethany  Home 
Rd.,  Phoenix,  AZ  85013. 


REHABILITATION  MEDICINE 

Expand  your  past  experience  and  medical 
talents  in  a long  established  but  recently  ma- 
tured full  time  specialty.  A three  year  approv- 
ed Physical  Medicine  and  Rehabilitation  Resi- 
dency in  a large  progressive  modern  Rehabili- 
tation Institute  with  bed  and  out  patient  serv- 
ices under  the  supervision  of  eight  full  time 
psychiatrists  is  offered. 

One  Year  of  credit  towards  the  3 year  resi- 
dency requirement  can  often  be  obtained  for 
prior  training  or  4 years  of  general  practice. 
Excellent  paramedical  team.  Advance  train- 
ing available  in  regional  spinal  cord  injury 
system.  Emphasis  is  on  rehabilitation  aspects 
in  the  care  of  disabled  persons,  utilizing  a full 
professional  team. 

Good  stipends  available.  If  further  interested, 
Contact:  John  B.  Fenger,  M.D.,  Training  Direc- 
tor; Institute  of  Rehabilitation  Medicine,  Good 
Samaritan  Hospital,  P.  O.  Box  2989,  Phoenix, 
AZ  85036. 
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MEDICIN 


rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simple  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell's  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 

(B)  98-146-800-E 

For  complete  details,  including  dosage,  please  see 
lull  prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 


TA-  8356  -9 


The  Upjohn  Company 

Kalamazoo,  Michigan  49001  © 1972  the  upjohn  company  ja72-2144-6 


UticilliriVK 

(potassium  phenoxymethyl  penicillin, U.S.P,  Upjohn) 

Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension 


N°C9S86-i  *** 

103  Tablets 

Uticillin  VK 

TRADEMARK 

potassium  Phenoxymew' 
peniciiiin  Tablets.  U J 


250  mg* 

(400,000  Units) 

5»«tSon:  federal  law 
^mlng  without 


Upjohn 


Medi-scan  Q & A 


In  severe  infections 


when  nutritional  supplementation 


is  indicated 

Berocca'tabiets 

is  therapy 

With  balanced,  high  potency 
B-complex  and  C vitamins. 
No  odor. 

Virtually  no  aftertaste. 
Lowest  priced  Rx  formula. 


Please  see  Complete  Prescribing  Information,  a sum 
mary  of  which  follows: 

Each  Berocca  Tablet  contains: 


Thiamine  mononitrate 15  mg 

Riboflavin  15  mg 

Pyridoxine  HCI  5 mg 

Niacinamide  100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin 5 meg 

Folic  acid  C.5  mg 

Ascorbic  acid 500  mg 


Indications:  Nutritional  supplementation  in  conditions 
in  which  water-soluble  vitamins  are  required  prophy- 
lactically  or  therapeutically. 

Warning:  Not  intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary  anemias.  Neu 
rologic  involvement  may  develop  or  progress,  despits 
temporary  remission  of  anemia,  in  patients  with  per 
nicious  anemia  who  receive  more  than  0.1  mg  of  folk 
acid  per  day  and  who  are  inadequately  treated  witf 
vitamin  Bl2. 

Dosage:  1 or  2 tablets  daily,  as  indicated  by  clinica 
need. 

Available:  In  bottles  of  100. 


' \ ROCHE  LABORATORIES 

ROCHE  ✓ Division  of  Hoffmann-La  Roche  Inc. 
. / Nutley,  New  Jersey  071 10 


co//  are  revealed  by  the  rounded  ends  of  the  bacteria  in  this  new 
scanning  electron  micrograph.  P.  aeruginosa  have  tapered  ends. 
Neither  distinction  can  be  seen  under  standard  microscopy. 
Photomicrography:  Courtesy  Harry  S.  Truman  Laboratory, 

Kansas  City,  Mo. 
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A [LEASE  FOR  ALL  REASONS 


Why  lease? 

Courtesy  has  some  good  reasons: 
leasing  requires  no  investment,  it’s 
more  flexible,  lets  you  enjoy  the  advan- 
tages of  car  ownership  without  the 
disadvantages. 

Courtesy  leases  any  make  or  model, 
plus  a complete  line  of  Chevrolets. 
Everything  from  pick-ups,  to  4-wheel 
drive  vehicles,  or  the  personalized  car 


of  your  choice.  Whether  you’re  headed 
for  the  hills,  need  something  for  busi- 
ness use,  for  the  wife,  or  the  kids, 
Courtesy  has  a convenient,  economical 
lease,  for  all  reasons  . . . 

CoUAt&Uf 

LEASING,  INC. 

1233  East  Camelback  Road  279-3232 


IMAGINE  YOUR  PRACTICE 
WITHOUT  THEM 


In  1957  Beecham  scientists  discovered  and 
isolated  6-APA,  the  penicillin  nucleus 
that  opened  the  way  to  a new  generation  of 
semi-synthetic  penicillins.  Over  the 
past  14  years  more  than  3000  different 
semi-synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our  staff.  The 
fruits  of  their  work  are  in  your  hands  today. 
Others  will  be  in  your  hands  tomorrow. 

Need  we  say  more? 


Prescribe  the  discoverer’s  brands: 

Totacillin  (ampicillin  trihydrate) 

Pyopeif(disodmm  carbenicillin) 

Bactocill  oxacillin) 


and  more  to  come 


Beecham-Massengill 
Pharmaceuticals  cep 

Div.  of  Beecham  Inc.  Bristol,  Tennessee  37620 


□ Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./ 5 cc.  and  250  mg./ 5 cc.  ampicillin. 

□ Pyopen  (disodium  carbenicillin)  vials  for  injection  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin. 

□ Bactocill  (sodium  oxacillin)  capsules  equivalent  to  250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


FROM  A TO  Z 

IT’S  HERE  AT 


SCHERER  is  the  house  that  has  it. ..here 
and  now  ...the  items,  more  sizes,  more 
complete  lines.  We  are  your  largest 
single  source  for  the  best  in  Medical 

and  Scientific  supply. 


SCHERER  is  long  on  speed, 
service,  stock.  Be  sure. 

Call  SCHERER. 


ARIZONA 

PHOENIX  « 1841  No,  23rd  Ave. 
85005. Telephone:  (602)  254-71 

CALIFORNIA 
CHICO  • 1378  Longfellow  Avenue 
95926* Telephone:  (916)  342-56: 


LOS  ANGELES*  291  Coral  Circle 
El  Segundo,  California  * 90245 
Telephone:  (213)  772-3581 

SACRAMENTO  * 4330  Roseville  Rd. 
North  Highlands,  California  * 95660 
Telephone:  (916)  483-4976 


SAN  DIEGO  * 5248  Linda  Vista  R< 
92110* Telephone:  (714)  291-8120 


SAN  FRANCISCO  • 253  E.  Harris  Ave. 
South  San  Francisco,  Calif.  * 94080 
Telephone:  (415)  871-9543 


159  Terminal  Avei 


COLORADO 
COLORADO  SPRINGS  * 3626  N.  El  Pa 
80907*  Telephone:  (303)  471-73 

DENVER  * 3865  South  Jason  Stre 
Englewood,  Colorado  • 80211 
Telephone;  (303)  255-1491 

NEW  JERSEY 
NEWARK 

Clark,  New  Jersey  - 
Telephone:  (201)  382-; 

OREGON 

5714  N.E.  Hassalo  St. 
97213*  Telephone:  (503)  282-2295 

TEXAS 

HOUSTON  • 115  Hyde  Park  Blvd. 
77001* Telephone:  (713)  526-2011 


SAN  ANTONIO*  138  W.  Rhapsody 
78216* Telephone:  (512)  344-8303 


UTAH 

SALT  LAKE  CITY  • P.0.  Box  2396 
84110  • Telephone:  (801)  487-1381 
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P.O.  Box  88884 
, Washington  • 9818? 
: (206)  242-4850 


ARIZONA 

PHOENIX 

1841  No.  23rd  Ave.  • 85005 

(602)  254-7161 
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Scherer  Company 


MEDICAL  AND  SCIENTIFIC  SUPPLIES 


u 


A BERGEN  BRUNSWIG  COMPANY 


NOC  9-103-2  joo  Tabjets 

E-Mycin ? 250  mg 

(er»thromycin) 


Upjohn 


E-Mycin 

(erythromycin,  Upjohn) 

Available  in  250  mg  tablets 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


® 1972  THE  UPJOHN  COMPANY  JA72-2141-6 


Lack  of  exercise,  insufficient  fluid 
intake,  diet  deficient  in  bulk,  and  certain 
medications  can  all  contribute  to 
constipation  in  the  aging.  Gradually  the 
normal  defecation  "urge”  is  lost.  And  help  is 
needed  to  restore  the  normal  bowel  function. 
Fleet  Enema  works  quickly  — 
usually  within  2 to  5 minutes. 

Unlike  oral  laxatives,  which  can  take 
up  to  24  hours.  And  oral  laxatives 
may  actually  irritate  the  intestinal 
tract  or  retard  digestion  and  further 
inhibit  regularity. 

Fleet  Enema  is  gentle,  too. 
Works  without  the  burning  often 
experienced  with  suppositories. 
Without  the  discomfort  of  soapsuds 
enemas. 

Fleet  Enema  induces  a 
physiological  pattern  of  evacuation 
in  the  left  colon  and  the  rectum. 

Where  it’s  needed.  Helpful  especially 
for  the  geriatric  patient  with 
poor  intestinal  tone. 

And  Fleet  Enema  is  easy. 

Ready  to  use.  Completely  disposable. 
A timesaving  plus  in  nursing  home 
care  — or  at  home. 

Fleet  Enema.  For  geriatric 
patients.  Helps  restore  the  urge. 

Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in 
dependence.  Take  only  when  needed  or  when  prescribed 
by  a physician.  Do  not  use  when  nausea,  vomiting,  or  abdominal 
pain  is  present.  Caution:  Do  not  administer  to  children  under 
two  years  of  age  unless  directed  by  a physician. 

FREE  BOOKLET.  The  Professional  Treatment  of  Constipation. 
Specifically  prepared  to  assist  you  in  providing  your  older 
patients  with  more  detailed  information  about  constipation  and 
its  treatment.  For  copies  simply  write  to C.B. FLEET  CO., INC., 
P.O.  Box  1100,  Lynchburg,  Va.  24505. 

Fleet  Enema 

The  professional  aid  to 
constipation  relief 

C.  B.  FLEET  CO.,  INC. 

Lynchburg,  Va.  24505 
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Nose  clear  all  knight 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  justone  Extentab  every  12hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely. 


Dimetapp 

Extentabs 

Dimetane^  (brompheniramine  maleate),  12  mg  . phenyl- 
ephrine HCI,  15  mg.,  phenylpropanolamine  HCI,  15  mg 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  al- 
lergic manifestations  of  upper  respira- 
tory illnesses,  such  as  the  common 
cold,  seasonal  allergies,  sinusitis,  rhi- 
nitis, conjunctivitis  and  otitis.  In  these 
cases  it  quickly  reduces  inflammatory 
edema,  nasal  congestion  and  excessive 
upper  respiratory  secretions,  thereby 
affording  relief  from  nasal  stuffiness 
and  postnasal  drip. 

CONTRAINDICATIONS:  Hypersensitiv- 
ity to  antihistamines  of  the  same  chem- 
ical class.  Dimetapp  Extentabs  are 
contraindicated  during  pregnancy  and 
in  children  under  12  years  of  age.  Be- 
cause of  its  drying  and  thickening 
effect  on  the  lower  respiratory  secre- 
tions, Dimetapp  is  not  recommended  in 


Also,  Dimetapp  Extentabs  are  contrain- 
dicated in  concurrent  MAO  inhibitor 
therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convul- 
sions and  death. 

PRECAUTIONS:  Administer  with  care 
to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension.  Un- 
til the  patient’s  response  has  been  de- 
termined, he  should  be  cautioned 
against  engaging  in  operations  requir- 
ing alertness  such  as  driving  an  auto- 
mobile, operating  machinery,  etc.  Pa- 
tients receiving  antihistamines  should 
be  warned  against  possible  additive  ef- 
fects with  CNS  depressants  such  as 
alcohol,  hypnotics,  sedatives,  tranquil- 


ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  in- 
clude hypersensitivity  reactions  such  as 
rash,  urticaria,  leukopenia,  agranulo- 
cytosis and  thrombocytopenia;  drowsi- 
ness, lassitude,  giddiness,  dryness  of 
the  mucous  membranes,  tightness  of 
the  chest,  thickening  of  bronchial  se- 
cretions, urinary  frequency  and  dysuria, 
palpitation,  hypotension/ hypertension, 
headache,  faintness,  dizziness,  tinnitus, 
incoordination,  visual  disturbances,  my- 
driasis, CNS-depressant  and  (less  of- 
ten) stimulant  effect,  anorexia,  nausea, 
vomiting,  diarrhea,  constipation,  and 
epigastric  distress. 

HOW  SUPPLIED:  /I.U.nnRIWQ 

Light  blue  Exten-  ^ ™ j^UDlNb 
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AH'^OBINS 


For  the  patient  with  a terminal  ill- 
ness, PAIN  past,  present,  and  fu- 
ture can  dominate  his  thoughts 
until  it  becomes  almost  an  obses- 
sion. The  more  he  is  aware  of  the 
pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  mem- 
ory of  yesterday’s  pain,  and  to  allay 
his  fearful  anticipation  of  tomor- 
row’s pain.  Surely  the  last  thing  this 
patient  needs  is  an  analgesic  con- 
taining caffeine  to  stimulate  the 
senses  and  heighten  pain  aware- 
ness. A far  more  logical  choice  is 
Phenaphen  with  Codeine.  The  sen- 
sible formula  provides  lA  grain  of 
phenobarbital  to  take  the  nervous 
“edge”  off,  so  the  rest  of  the  for- 
mula can  help  control  the  pain 
more  effectively.  Don't  you  agree, 
Doctor,  that  psychic  distress  is  an 
important  factor  in  most  of  your 
terminal  and  long-term  convales- 
cent patients? 

the  analgesic  formula  that  calms 
instead  of  caffeinates 


“Your  dinner  was 
perfect  — from  soup 
to  ‘ Dicarhosil 


Dicarbosil. 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


Phenaphen 

with 

Codeine 


Phenaphen  with  Codeine  No.  2,  3,  or  4 con- 
tains: Phenobarbital  (V*  g r.) , 16.2  mg.  (warn- 
ing: may  be  habit  forming);  Aspirin  (2V2  gr.), 
162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Codeine  phosphate,  V*  gr.  (No.  2),  Vz  gr.  (No.  3) 
or  1 gr.  (No.  4)  (warning:  may  be  habit  forming). 

Indications:  Provides  relief  in  severer  grades 
of  pain,  on  low  codeine  dosage,  with  minimal 
possibility  of  side  effects.  Its  use  frequently 
makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity 
to  any  of  the  components.  Precautions:  As 
with  all  phenacetin-containmg  products,  ex- 
cessive or  prolonged  use  should  be  avoided. 
Side  effects:  Side  effects  are  uncommon  al- 
though nausea,  constipation  and  drowsiness 
may  occur.  Dosage:  Phenaphen  No.  2 and 
No.  3 — 1 or  2 capsules  every  3 to  4 hours  as 
needed;  Phenaphen  No.  4 — 1 capsule  every  3 
to  4 hours  as  needed.  For  further  details  see 
product  literature. 

/JT.  Phenaphen  with  Codeine  is  now  classi- 
fied  in  Schedule  III,  Controlled  Sub- 
stances Act  of  1970.  Available  on  written  or 
oral  prescription  and  may  be  refilled  5 times 
within  6 months,  unless  restricted  by  state  law. 


Air  Evac  can  be  ordered  by  any 
physician  to  any  place  to 
transport  a patient  to  any  other 
place.  Call  the  very  hot  line, 
(602)  254-7150,  Phoenix,  Arizona. 


SAMARITAN  HEALTH  SERVICE 


A.  H.  Robins  Company,  Richmond,  Virginia 


ARIZONA  MEDICINE  333 


G.I.  problems 
making  her 
a fixture 
in  your  office? 


‘Milpath’  can  cut  down  her  complaints 
by  helping  to  control: 

bloating/cramping/pain/‘nervous  stomach’ 
when  aggravated  by  anxiety  and  tension' 


For  most  patients: 

lMilpath’-400 

(meprobamate  400  mg  + 
tridihexethyt  chloride  25  mg) 

Usual  adult  dose:  One 
tablet  t.i.d.  at  mealtimes, 
and  two  tablets  at  bedtime. 


When  spasm  is  severe: 

'MilpatK-200 

(meprobamate  200  mg  + 
tridihexethyl  chloride  25  mg) 

Usual  adult  dose:  Two 
tablets  t.i.d.  at  mealtimes, 
and  two  tablets  at  bedtime. 


* 


INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences— National  Research  Council 
and/or  other  information,  FDA  has  classified  the  indica- 
tion as  follows: 

“Possibly"  effective:  as  adjunctive  therapy  in  peptic 
ulcer  and  in  the  irritable  bowel  syndrome  (irritable  colon, 
spastic  colon,  mucous  colitis,  and  functional  gastrointesti- 
nal disorders),  especially  when  accompanied  by  anxiety 
or  tension. 

Final  classification  of  this  indication  requires  further 
investigation. 


CONTRAINDICATIONS:  Tridihexethyl  chloride:  Previous  allergic 
or  idiosyncratic  reactions  to  it  or  related  compounds:  urinary 
bladder-neck  obstructions  (e.g..  prostatic  obstructions  due  to 
hypertrophy):  pyloric  obstructions  because  of  reduced  motility 
and  tonus:  organic  cardiospasm  (megaesophagus):  glaucoma: 
possibly  in  stenosing  gastric  or  duodenal  ulcers  with  significant 
gastric  retention.  Meprobamate:  Acute  intermittent  porphyria 
and  allergicor  idiosyncratic  reactions  to  meprobamate  or  related 
compounds  such  as  carisoprodol,  mebutamate,  tybamate, 
carbromal. 

WARNINGS:  Meprobamate:  Drug  Dependence:  Physical  and 
psychological  dependence  and  abuse  have  occurred.  Chronic 
intoxication,  from  prolonged  use  and  usually  greater  than  recom- 
mended doses,  leads  to  ataxia,  slurred  speech,  vertigo.  Care- 
fullysupervisedoseandamountsprescribed.andavoid  prolonged 
use.  especially  in  alcohol  ics  and  addict  ion-prone  persons.  Sudden 
withdrawal  after  prolonged  and  excessive  use  may  precipitate 
recurrence  of  pre-existing  symptoms  (e.g..  anxiety,  anorexia,  in- 
somnia) or  withdrawal  reactions  (e.g..  vomiting,  ataxia,  tremors, 
muscle  twitching,  confusional  states,  hallucinosis:  rarely  convul- 
sive seizures,  more  likely  in  persons  with  CNS  damage  or 
pre-existent  or  latent  convulsive  disorders).  Therefore,  reduce 
dosage  gradually  (1-2  weeks)  or  substitute  a short-acting  bar- 
biturate, then  gradually  withdraw.  Potentially  Hazardous  Tasks 
Driving  a motor  vehicle  or  operating  machinery.  Additive  Ef- 
fects: Possible  additive  effects  between  meprobamate,  alcohol, 
and  other  CNS  depressants  or  psychotropic  drugs.  Pregnancy 
and  Lactation:  Safe  use  not  established:  weigh  potential  bene- 
fits against  potential  hazards  in  pregnancy,  nursing  mothers,  or 
women  of  childbearing  potential.  Animal  data  at  five  times  the 
maximum  recommended  human  dose  show  reduction  in  litter 
size  due  to  resorption. 

PRECAUTIONS:  Tridihexethyl  chloride:  Use  cautiously  in  elderly 
males  (possible  prostatic  hypertrophy).  Meprobamate:  To  avoid 
oversedation,  use  lowest  effective  dose,  particularly  in  elderly 
and/or  debilitated  patients.  Consider  possibility  of  suicide  at- 
tempts: dispense  least  amount  of  drug  feasible  at  any  one  time. 


To  avoid  excess  accumulation,  use  caution  in  patients  with 
compromised  liver  or  kidney  function.  Meprobamate  may  pre- 
cipitate seizures  in  epileptics. 

ADVERSE  REACTIONS:  Tridihexethyl  chloride:  Dry  mouth 
(fairly  frequent  at  oral  doses  of  100  mg),  constipation  or 
“bloated”  feeling,  tachycardia,  bradycardia,  dilated  pupils,  in- 
creased ocular  tension,  weakness,  nausea,  vomiting,  headache, 
drowsiness,  urinary  hesitancy  or  retention,  dizziness.  Mepro- 
bamate: Central  Nervous  System.  Drowsiness,  ataxia,  dizziness, 
slurred  speech,  headache,  vertigo,  weakness,  paresthesias, 
impairment  of  visual  accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity.  Gastrointestinal' 
Nausea,  vomiting,  diarrhea.  Cardiovascular  Palpitations,  tachy- 
cardia, various  forms  of  arrhythmia,  transient  ECG  changes, 
syncope:  also  hypotensive  crises  (including  one  fatal  case). 
Allergic  or  Idiosyncratic : Usually  after  1-4  doses.  Milder  reac- 
tions: itchy,  urticarial,  or  erythematous  maculopapular  rash 
(generalized  or  confined  to  groin).  Other  leukopenia,  acute 
nonthrombocytopenic  purpura,  petechiae.  ecchymoses.  eosin- 
ophilia.  peripheral  edema,  adenopathy,  fever,  fixed  drug  erup- 
tion with  cross  reaction  to  carisoprodol.  and  cross  sensitivity 
between  meprobamate/mebutamate  and  meprobamate/car- 
bromal.  More  severe,  rare  hypersensitivity:  hyperpyrexia,  chills, 
angioneurotic  edema,  bronchospasm,  oliguria  anuria  anaphy- 
laxis. erythema  multiforme,  exfoliative  dermatitis,  stomatitis, 
proctitis,  Stevens-Johnson  syndrome,  bullous  dermatitis  (one 
fatal  case  after  meprobamate  plus  prednisolone).  Stop  drug, 
treat  symptomatically  (e.g..  possible  use  of  epinephrine,  anti- 
histamines. and  in  severe  cases  corticosteroids).  Hematologic 
Agranulocytosis  and  aplastic  anemia  (rarely  fatal),  but  no 
causal  relationship  established.  Rarely,  thrombocytopenic  pur- 
pura Other  Exacerbation  of  porphyric  symptoms 
USUAL  ADULT  DOSAGE:  One  'Milpath:400  (meprobamate  400 
mg+tridihexethyl  chloride  25  mg)  tablet  three  times  a day  at 
mealtimes  and  2 at  bedtime.  For  greater  anticholinergic  effect, 
2 Milpath:200  (meprobamate  200 mg  + tridihexethyl  chloride 
25  mg)  three  times  a day  at  mealtimes  and  2 at  bedtime.  Mepro- 
bamate dose  should  not  exceed  2400  mg  daily. 

Not  for  use  in  children  under  age  12 
OVERDOSAGE:  Tridihexethyl  chloride:  Acute  overdosage  can 
produce  dry  mouth,  difficulty  swallowing,  marked  thirst:  blurred 
vision,  photophobia:  flushed,  hot.  dry  skin,  rash:  hyperthermia: 
palpitations,  tachycardia  with  weak  pulse,  elevated  blood  pres- 
sure: urinary  urgency  with  difficulty  in  micturition:  abdominal 
distention:  restlessness,  confusion,  delirium  and  other  signs 
suggesting  acute  organic  psychosis  Empty  stomach  after  admin- 
istration of  Universal  Antidote  and  treat  symptomatically  as 
indicated.  Meprobamate:  Suicidal  attempts  with  meprobamate, 
alone  or  with  alcohol  or  other  CNS  depressants  or  psychotropic 
drugs,  have  produced  drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  death  Empty 
stomach,  treat  symptomatically;  cautiously  give  respiratory 
assistance,  CNS  stimulants,  pressor  agents  as  needed.  Mepro- 
bamate is  metabolized  in  the  liver  and  excreted  by  the  kidney 
Diuresis  and  dialysis  have  been  used  successfully.  Carefully 
monitor  urinary  output;  avoid  overhydration,  observe  for  pos- 
sible relapse  due  to  incomplete  gastric  emptying  and  delayed 
absorption. 

Before  prescribing,  consult  package  circular  or  latest  PDR 
information.  rev  5/72 


WALLACE  PHARMACEUTICALS,  Cranburv,  N.J.  08512 


Relaxes  smooth  muscle  and  psyche/  Nllpalll 

(meprobamate+tridihexethyl  chloride) 


What  it  means 

to  live  and  work  ii 

Tipton  County, 

Y j ml  y * 

lennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5  % of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5  % for  white  males  and  19.5  % 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 


Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


Female 


Male 


159 


117 


□ Persons  without  solar  keratoses  H Persons  with  solar  keratoses 


Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Solar,  actinic,  senile  keratoses 

Called  by  many  names,  the  typical  lesion  is  flat 
or  slightly  elevated,  brownish  or  reddish  in 
color,  papular,  dry,  adherent,  rough,  sharply 
defined;  usually  multiple  lesions,  chiefly  on 
exposed  portions  of  the  skin. 

Sequence/selectivity  of  response 

Erythema  in  areas  of  lesions  may  begin  after 
several  days  of  therapy;  height  of  reaction 
(only  in  affected  areas)*  usually  occurs  within 
two  weeks,  declining  after  discontinuation  of 
therapy.  Since  this  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied 
to  rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

Cosmetic  results  are  highly  favorable.  Inci- 
dence of  scarring  is  low— important  with  multi- 
ple facial  lesions.  Efudex  should  be  applied 
with  care  near  the  eyes,  nose  and  mouth. 

5%  cream-a  Roche  exclusive 

Only  Roche  formulates  the  5 % cream . . . 
high  in  patient  acceptability . . . high  in  clinical 
ifficacy,  especially  for  lesions  of  hands  and 
forearms . . . economical. 
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Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burning  at  application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/  weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex9 

(fluorouracil) 

cream/solution 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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KIINJESED  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED® 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  ( Sciuromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size . . . 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


ARIZONA  MEDICINE 

Address  all  correspondence  to  the 
Journal  Offices 
810  W.  Bethany  Home  Rd., 

Phoenix,  Arizona  8501  3 

Bruce  E.  Robinson 
Business  Manager 

National  Representative 
State  Journals  West 
Melvin  B.  Tyler,  Advertising  Manager 
693  Sutter  Street 
San  Francisco,  California  94102 

"The  material  in  this  journal  is  not  copyright- 
ed. We  ask  that  anyone  using  material  from 
it  note  the  previous  publication  in  ARIZONA 
MEDICINE." 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of 
scientific  articles  for  publication  in  ARIZONA 
MEDICINE.  All  such  contributions  are  greatly 
appreciated.  All  will  be  given  equal  consider- 
ation. 

Material  submitted  for  publication  in  ARI- 
ZONA MEDICINE  should  conform  to  the  fol- 
lowing policies: 

1.  Manuscripts,  including  references  or  bib- 
liography, should  be  typewritten,  double- 
spaced, on  one  side  of  the  paper  only,  and 
the  original  and  a carbon  enclosed. 

2.  Be  guided  by  the  general  rules  of  med- 
cal  writing  as  followed  by  the  JOURNAL  OF 
THE  AMERICAN  MEDICAL  ASSOCIATION. 

3.  Although  the  Editors  try  to  catch  inaccur- 
acies, the  ultimate  responsibility  is  the  author's. 

4.  Articles  are  accepted  for  publication  only 
if  they  are  contributed  exclusively  to  this  Jour- 
nal. Ordinarily,  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for 
publication.  Every  effort  will  be  made  to  re- 
turn unused  manuscripts. 

5.  The  Journal  reserves  the  right  to  edit  all 
material. 

6.  Reprints  will  be  supplied  to  the  author  at 
printing  cost. 


The  unique 

potassium  chloride  supplement 
with  the  natural 
tomato  juice  flavor 

Kato  Powder 

Potassium  Chloride  Supplement 


Description:  Spray-dried  tomato  powder  containing  20  mEq 
potassium  (equivalent  to  1.5  Gm  KC1)  per  measured  dose  with  natural 
and  synthetic  flavors,  spices  and  colors.  Benzoic  acid  and  potassium 
benzoate  added  as  preservatives.  When  reconstituted  as  directed,  makes 
a pleasantly  flavored,  low  sodium  tomato  juice  drink. 

Indications:  The  prevention  or  correction  of  potassium  deficit, 
particularly  when  accompanied  by  hypochloremic  alkalosis  in  conjunc- 
tion with  thiazide  diuretic  therapy,  in  digitalis  intoxication,  or  as  the 
result  of  long-term  corticosteroid  therapy,  low  dietary  intake  of  potas- 
sium, or  excessive  vomiting  or  diarrhea. 

Contraindications:  Potassium  is  contraindicated  in  severe  renal 
impairment  involving  oliguria,  anuria  or  azotemia,  in  untreated  Addi- 
son's disease,  adynamia  episodica  hereditaria,  acute  dehydration,  heat 
cramps,  hyperkalemia  from  any  cause. 

Precautions:  Kato  Powder  is  a concentrate  and  should  be  taken  only 
after  reconstituting  with  water  as  directed.  Do  not  use  in  patients  with 
low  urinary  output  or  renal  decompensation  Administer  with  caution, 
it  is  impossible  accurately  to  assess  the  extent  of  potassium  depletion,  or 
the  daily  dose  required  Excessive  dosage  may  result  in  potassium  intoxi- 
cation Frequent  checks  of  the  clinical  status  of  the  patient,  ECG  and/or 
plasma  potassium  level  should  be  made.  High  plasma  concentrations 
of  potassium  ion  may  cause  death  through  cardiac  depression,  arrhyth- 
mias or  arrest.  Use  with  caution  in  patients  with  cardiac  disease. 
Adverse  Reactions:  Vomiting,  diarrhea,  nausea,  and  abdominal 
discomfort  may  occur.  Gross  overdosage  may  produce  signs  and  symp- 
toms of  potassium  intoxication:  mental  confusion,  listlessness,  pares- 
thesia of  the  extremities,  weakness  and  heaviness  of  legs,  flaccid 
paralysis,  hyperkalemia,  ECG  abnormalities,  fall  in  blood  pressure, 
cardiac  arrhythmias  and  heart  block.  The  characteristic  changes  in  the 
ECG  arc  disappearance  of  the  P wave,  widening  and  slurring  of  QRS 
complex,  changes  of  the  S-T  segment,  tall  peaked  T waves,  etc. 
Toxicity:  Potassium  intoxication  may  result  from  overdosage  of 
potassium  or  from  therapeutic  dosage  in  conditions  stated  under 
“Contraindications."  Hyperkalemia,  when  detected,  must  be  treated 
immediately  because  lethal  levels  can  be  reached  in  a few  hours. 
Treatment  of  Hyperkalemia:  1.  Dextrose  solution  10%  or  25% 
containing  10  units  of  crystalline  insulin  per  20  Gm  dextrose,  given  l.V. 
in  a dose  of  300cc  to  500cc  in  an  hour.  2.  Adsorption  and  exchange  of 
potassium  using  sodium  or  ammonium  cycle  cation  exchange  resin, 
orally  or  as  retention  enema  3.  Hemodialysis  or  peritoneal  dialysis. 

4.  Elimination  of  potassium-containing  foods  and  medicaments. 
Warning:  Digitalis  toxicity  can  be  precipitated  by  lowering  the  plasma 
potassium  concentration  too  rapidly  in  digitalized  patients. 
Administration  and  Dosage:  Mix  with  water  to  make  a pleasant 
tomato  juice  drink.  The  unit  dose  packet  and  the  dose-measure  supplied 
in  the  can  each  provide  20  mEq  of  potassium.  Usual  adult  dose— 1 packet 
or  1 measure  of  Kato  Powder  mixed  with  about  2 ounces  of  water 
twice  daily— supplies  40  mEq  potassium  per  day.  Take  with  meals  or 
follow  with  Vi  glass  of  water.  Larger  doses  may  be  required,  but  should 
be  administered  under  close  supervision  because  of  the  possibility  of 
potassium  intoxication. 

How  Supplied: 


Carton  of  30  unit  dose  packets,  20  inEq  each. 


8 oz  can  (40  doses)  with  20  mEq  dose-measure. 
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in  potassium  therapy 

Kato  is  a Natural 


Kato  Powder  is  KC1 
blended  with  natural 
tomato  powder  and  subtle 
spices.  Mixed  with  a mere 
2 ounces  of  cold  water, 
it  provides  a dose  of 
potassium  chloride  in  a 
good  tasting  low  sodium 
tomato  juice  drink. 
Refreshingly  different. 
Patients  take  it  and  like  it! 


X-ray  provided  by  Manhattan  Eye,  Ear  and  Throat  Hospital 


Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. ' 

It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HC1  (clindamycin 
HC1  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50%  of  the  group, 
with  pneumococci  in  25%,  and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Significantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  erythromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports1 
have  shown  that  such  gram-positive 
bacteria,  which  most  often  are 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.1 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 

Please  see  following  page  for 
further  prescribing  information. 


HC1  hydrate,  Upjohn 


y'nolds,  R.  C.,  et  ai.:  Bull.  Johns  Hopkins  Hosp.  114:269, 1964 
ata  on  file,  Medical  Research  Department,  The  Upjohn  Company 
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Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8. 2%.1  Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.1  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci 

Cleocin  hci 

clindamycin  HCI  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCI  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  ^0  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCI  (clindamycin  HCI  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts-occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCI  (clindamycin 
HCI  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections— 150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 
every  6 hours. 

Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
mg/lb/ day)  divided  into  three  or  four  equal  doses.  Severe  infections-1 6 to 
20  mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  (3-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
or  glomerulonephritis. 

SUPPLIED:  150  mg  Capsules- Bottles  of  1 6's  and  100's.  75  mg  Capsules- 
Bottles  of  1 6's  and  100's.  Sensitivity  Disks- 2 (ig.  Sensitivity  Powder-Vials. 
For  additional  product  information,  see  your  Upjohn  representative  or 


consult  package  insert.  MED  B-4-S  (LNU-3)  JA71  -1 565 
The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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Colic?  Diarrhea?  Eczema?  Asthma? 
Rhinorrhea?  Fretfulness?  Fitful  Sleep? 

Soyalac  is  often 
the  answer. 

This  ailing,  wailing  syndrome  in  infants  (and  older 
children)  is  all  too  familiar.  Fortunately,  the  physician 
has  at  his  command  a trusted  ally:  milk-free,  fibre- 
free,  hypo-allergenic  Soyalac. 

Soyalac  is  palatable,  readily  digested  and  assim- 
ilated. It  simulates  human  milk  in  appearance,  taste, 
texture.  It  is  complete  with  vitamins  and  minerals. 

It  is  equally  suitable  for  children  and  adults  allergic 
to  cow’s  milk. 

Through  the  years  Soyalac  has  proved  its  value 
— in  promoting  growth  and  development  — as  attested 
by  extensive  clinical  data. 

Free  samples  and  literature  on  request. 

A simple  note  on  your  prescription  form  will  do. 

Now  available  in  3 forms: 

Concentrated  Liquid, 

Ready-to-Serve,  Powdered 


a product  of 

LOMA  LINDA  FOODS 

MEDICAL  PRODUCTS  DIVISION 

RIVERSIDE,  CALIFORNIA  92505 
Mount  Vernon,  Ohio  43050,  U.S.A. 


e won 


Mylanta 

Because  the  taste  is  good . 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


LIQUID 


YIAIMTA 


TABLETS 

aluminum  and  magnesium  hydroxides  with  simethicone 
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100  Capsules 

panmycin 


' - 

Wi 


Hydf0hhjdJo?hloride) 

(tetracyciioe  hy 


250  m 
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Panmycin 

(tetracycline  HC1, Upjohn) 
Available  as  250  mg  capsules  and 
tetracycline  syrup  125  mg/5  ml 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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Not  too  little,  not  too  much... 
but  just  right! 

“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

llosone  Liquid  250 

Erythromycin  Estolate 

(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 

Additional  inlormation  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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RHEUMATOID  ARTHRITIS  WITH  CONSTRICTIVE 
PERICARDITIS  AND  DIASTOLIC  MURMURS 

WILLIAM  CLARK,  M.D. 

GORDON  A.  EWY,  M.D. 

SAMUEL  GOLDFEIN,  M.D. 

JAMES  F.  STAGG,  M.D. 

JOHN  DAVIS,  M.D. 


Although  it  is  a relatively  uncommon  clinical 
finding,  evidence  of  pericarditis  is  not  infrequent- 
ly seen  at  autopsy  in  patients  with  rheumatoid 
arthritis.  Both  pericarditis  and  diastolic  murmurs 
were  noted  in  the  case  report  described  below. 
At  autopsy,  valve  surfaces  were  normal,  the 
clinical  findings  wholely  explained  by  a loculat- 
ed  pericardial  effusion.  The  authors  believe  this 
to  be  the  first  reported  case  of  rheumatoid  arth- 
ritis with  associated  diastolic  murmurs  and  con- 
strictive pericarditis. 


INTRODUCTION 

Clinically  evident  cardiac  involvement  due  to 
rheumatoid  arthritis  is  unusual.1’ 2’ 3 By  contrast, 
pathological  evidence  of  pericarditis  is  a fre- 
quent autopsy  finding.4  Constrictive  pericarditis, 
although  uncommon,  is  a well  recognized  com- 
plication.5’ 6 Constrictive  pericarditis  of  non- 
rheumatoid  origin  has  been  reported  to  produce 
diastolic  murmurs.7’ 8 The  patient  herein  de- 
scribed, is  to  our  knowledge,  the  first  case  of 
rheumatoid  arthritis  with  localized  cardiac  con- 
striction and  loculated  pericardial  effusion  asso- 
ciated with  diastolic  murmurs. 

From  the  Department  of  Internal  Medicine,  University  of  Arizona 
College  of  Medicine,  and  the  Veterans  Administration  Hospital, 
Tucson,  Arizona. 

Reported  at  the  American  College  of  Physicians  Regional  Meet- 
ing, November  20,  1971,  Tucson,  Arizona. 
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CASE  PRESENTATION 

The  patient  was  a 41-year-old  Caucasian  male 
who  had  been  followed  for  22  years  for  arthritis 
involving  the  knees,  elbows,  feet  and  hands.  He 
had  the  classical  joint  deformities  of  rheuma- 
toid arthritis  and  the  serum  was  positive  for  the 
rheumatoid  factor.  There  was  no  history  of  rheu- 
matic fever. 

On  his  initial  hospitalization  2 years  before 
death  there  were  no  cardiac  symptoms.  There 
was  no  cardiac  enlargement,  and  no  murmurs 
were  heard.  The  electrocardiogram,  except  for 
low  frontal  plane  voltage,  was  within  normal 
limits. 

Thirteen  months  later  cardiomegaly  was  not- 
ed on  x-ray  (Fig.  1A).  Physical  examination 
showed  distended  neck  veins  and  hepatospleno- 
megaly.  On  auscultation,  a ventricular  diastolic 


Chest  roentgenograms.  A.  Cardiomegaly  and  fluid  in  the 


gallop  was  heard  in  addition  to  a friction  rub. 
With  therapy,  which  included  bed  rest,  digitalis, 
and  diuretics,  his  signs  of  congestion  decreased, 
the  friction  rub  disappeared,  and  a decrease 
in  the  size  of  the  cardiac  silhouette  was  docu- 
mented by  x-ray  (Fig.  IB). 

His  final  admission,  19  months  later,  was  be- 
cause of  anorexia.  His  gold  therapy  had  been 
discontinued  and  at  the  time  of  this  admission, 
he  had  been  taking  cyclophosphamide.  The 
physical  examination  revealed  a blood  pressure 
of  90/60  mm  Hg  in  both  arms  with  a regular 
pulse  of  100.  At  no  time  was  pulsus  paradoxus 
present.  The  neck  pulsations  were  increased 
and  measured  10  cm  in  the  sitting  position  with 
prominent  X and  Y descent  and  a rapid  Y 
ascent.  These  venous  abnormalities  were  consis- 
tent with  either  restrictive  or  constrictive  heart 


B 

i 

costophrenic  angle.  B.  Smaller  heart  size  after  treatment. 
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disease.  In  contrast  to  these  venous  findings, 
the  left  ventricular  apex  was  easily  palpated 
with  the  patient  in  the  left  lateral  position,  and 
systolic  retraction  could  be  seen  in  the  6th  and 
7th  interspace  in  the  mid-axillary  line  medial 
to  his  left  ventricular  apical  impulse.  On  auscul- 
tation the  first  heart  sound  was  of  normal  inten- 
sity and  the  second  heart  sounds  were  physio- 
logically split.  A third  heart  sound  was  present. 
There  was  a Grade  II/VI  low  frequency  apical 
diastolic  rumble.  Along  the  left  sternal  border 
a Grade  I/VI  high  frequency  diastolic  murmur 
of  semilunar  valve  insufficiency  was  also  noted. 
The  apical  murmur  was  thought  to  be  secondary 
to  mitral  stenosis  while  the  higher  pitch  mur- 
mur was  considered  to  be  due  to  aortic  insuffi- 
ciency. The  degree  of  aortic  insufficiency  was 
not  thought  to  be  sufficient  to  produce  an  Aus- 
tin Flint  rumble.  Roentgenograms  of  the  chest 
revealed  that  his  cardiac  silhouette  had  again 
increased  in  size  (Fig.  2).  The  electrocardio- 
gram (Fig.  3)  showed  right  axis  deviation.  Nor- 
mal sinus  rhythm  persisted  throughout  the  en- 
tire illness.  Other  abnormalities  noted  were 
non-specific  ST  segments  and  T wave  changes. 


1 


Figure  2 

Chest  roentgenogram  10  months  later  illustrating  cardiac 
enlargement  and  recurrent  pleural  effusion  in  the  left 
costophrenic  angle  and  right  transverse  fissure. 


Ill  AVF  Fig„„s  V3  V6 

The  standard  12  lead  electrocardiogram  shows  a sinus  rhythm  with  a rate  of  80  beats  per  minute;  PR  interval  .18 
seconds,  QRS  duration  .09  seconds,  QT  interval  .36  seconds  and  a mean  QRS  axis  of  110°.  The  “T”  waves  are  in- 
verted in  leads  II,  III,  and  AVF  and  V3  — V6.  ST  segment  depression  is  present  in  leads  V.,  and  V5. 
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Figure  4 

Anterior  view  of  the  heart  showing  thickened  pericardium  (straight  arrow).  Anterior  surface  of  right  ventricle  and 
right  atrium  can  be  seen  as  non-adherent  pericardial  flap  is  lifted  to  the  right  (curved  arrow). 


HOSPITAL  COURSE 

Two  days  after  admission  he  suddenly  became 
hypotensive  with  a sinus  bradycardia.  Ventric- 
ular fibrillation  developed  from  which  he  could 
not  be  resuscitated. 

AUTOPSY 

At  autopsy,  the  pericardial  contents  gushed 
forth  on  sectioning  of  the  pericardium,  indicat- 
ing that  tlie  loculated  fluid  was  under  some 
pressure.  The  patient  had  a thick  fibrous  peri- 
cardium which  was  free  from  the  epicardium 
around  three-quarters  of  the  heart  (Fig.  4).  A 
loculated  pericardial  effusion  covered  part  of 
the  right  ventricle,  right  atrium,  and  left  atrium 
(Fig.  5).  This  loculated  effusion  did  not  cover 
the  anterior  surface  of  the  left  ventricle.  The 
aortic  and  mitral  valve  architecture  was  normal. 
The  valve  leaflets  were  translucent  and  the 
cordae  were  not  thick  or  matted  (Fig.  6).  There 
was  no  evidence  of  stenosis.  After  the  bloody 
effusion  was  evacuated,  the  mitral  orifice  could 
easily  be  distorted  by  the  examining  finger 
when  placed  in  the  area  previously  occupied  by 
this  effusion  (Fig.  7).  We  postulate  that  the 


mitral  valve  orifice  was  distorted  by  the  locu- 
lated effusion. 

No  Aschoff  bodies  could  be  seen  in  either  of 
the  two  microscopic  sections.  Round  cell  infil- 
tration was  not  present. 


Figure  5 

This  illustration  demonstrates  the  prosector’s  concept  of 
the  myocardial-fluid-pericardial  relationships.  The  an- 
terior and  leftward  extension  of  the  fluid  included  the 
mitral  annulus. 
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Figure  6 

This  view  shows  the  open  left  ventricle  exposing  the  entire  mitral  valve.  The  cordae  tendenae  are  thin  and  the  leaf- 
lets are  translucent.  There  is  no  evidence  of  valvulitis. 


Figure  7 

Mitral  valve  viewed  from  the  left  atrium:  A.  Large  anterior  leaflet  to  the  left  and  the  normal  small  posterior  leaflet 
to  the  right.  B.  Same  view  with  compression  of  the  posterior  surface  of  the  left  atrium  by  the  examining  finger  (ar- 
row) in  the  area  of  the  loculation. 
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DISCUSSION 

Cardiac  involvement  in  rheumatoid  arthritis 
may  consist  of  inflammatory  granulomata  in  the 
endocardium,  myocardium  and  to  a lesser  ex- 
tent, the  pericardium.8 

On  the  endocardial  surface  rheumatoid  nod- 
ules may  form  in  1 to  3%  of  the  cases  of  rheuma- 
toid arthritis.  Frank  valvular  incompetence, 
when  it  occurs,  may  therefore  be  due  to  direct 
nodular  deformity  of  the  valve.  This  can  explain 
regurgitant  aortic  and  mitral  murmurs. 

Minute  granulomata  may  involve  the  myo- 
cardium, and  some  investigators  have  thought 
that  these  account  for  congestive  failure  dispro- 
portionate to  the  valvular  lesion.  The  patho- 
logical involvement  of  the  pericardium  is  differ- 
ent in  that  it  is  usually  a fibrous  pericardial 
adhesion  not  commonly  infiltrated  by  granulo- 
mata. Fibinous  pericarditis  is  the  cardiac  lesion 
most  commonly  found  at  autopsy  in  patients 
with  rheumatoid  arthritis.  In  most  autopsy  series 
it  is  present  in  40%  of  the  cases.9' 10 

Pericarditis,  although  common,  is  usually  not 
manifest  clinically.14  It  may,  however,  not  only 
be  manifest  clinically,  but  represent  a serious 
hemodynamic  threat.  There  are  case  reports  of 
patients  who  have  had  pericardiectomy  for 
chronic  constriction  in  rheumatoid  arthritis  and 
occasionaly  even  for  tamponade.11’ 12’ 13 

Constrictive  pericarditis  due  to  diseases  other 
than  rheumatoid  arthritis  has  been  reported  to 
produce  cardiac  murmurs.4  Local  mechanical 
compression  by  annular  fibrotic  bands  has  been 
responsible  in  some  cases.15  One  patient  of 
Mounsey’s  had  murmurs  of  pulmonary,  aortic, 
and  mitral  stenosis  which  were  improved  by 
pericardiectomy.7  The  diastolic  murmur  of  mit- 
ral stenosis  was  less  intense  but  persisted,  and 
the  exact  etiology  of  this  murmur  was  unclear 
because  a cardotomy  had  not  been  necessary. 
In  a case  of  McGaff’s,  the  murmur  of  mitral 
stenosis  completely  disappeared  after  adhesive 
pericardium  was  removed.8 

Besides  constricting  pericardial  bands,  intra- 
pericardial  cysts,  like  tumors,  have  caused  val- 
vular narrowing.  This  distortion  is  again  mech- 
anical. Two  cases  of  tricuspid  stenosis  have  been 
reported  which  have  clearly  been  due  to  cysts.16 

Our  patient  had  classical  rheumatoid  arthritis 
with  cardiac  involvement.  His  cardiac  findings 
were  unusual.  His  jugular  venous  contour  and 


height  was  consistent  with  either  constrictive 
or  restrictive  heart  disease.  Yet  his  left  ventric- 
ular apical  impulse  was  easily  palpable,  and  sys- 
tolic in  timing,  a finding  inconsistent  with  ad- 
vanced cardiac  constrictive  pericarditis.  To  add 
to  the  diagnostic  dilemma,  diastolic  murmurs 
consistent  with  mild  mitral  stenosis  and  mild 
semilunar  valve  regurgitation  were  noted. 

We  were  unable  to  find  other  cases  of  rheu- 
matoid arthritis  in  the  literature  which  were 
associated  with  low  frequency  apical  diastolic 
murmurs  caused  by  constricting  bands,  tumors, 
cysts,  or  localized  hematomas.  The  role  of  the 
gold  and  cyclophosphamide  therapy  is  unknown. 
His  platelets,  however,  were  documented  to  be 
within  normal  limits. 

CONCLUSION 

We  believe  this  patient  represents  the  first 
reported  case  of  constrictive  pericarditis  and 
loculated  pericardial  fluid  secondary  to  rheuma- 
toid arthritis  associated  with  diastolic  murmurs. 
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THE  SUBHYOID  MEDIAN 
ECTOPIC  THYROID 

JOHN  P.  HEILEMAN,  AA.D. 

KENNETH  H.  HUEY,  AA.D. 

Anomalies  in  embryogenses  of  the  thyroid  gland 
commonly  result  in  thyroglossal  duct  remnants 
and  cysts.  Subhyoid  median  ectopic  thyroid  is 
apparently  an  uncommon  variant  of  this  anomaly. 
The  differential  diagnosis  and  treatment  of  this 
condition  is  discussed  including  the  transplanta- 
tion of  thyroid  tissue  to  the  rectus  abdominis  in 
one  case. 

ABSTRACT 

TWO  CASES  OF  SUBHYOID  MEDIAN 
THYROID  ECTOPIA 

Two  additional  cases  of  the  rare  anomaly,  sub- 
hyoid median  ectopic  thyroid  are  added  to  the 
world's  literature.  The  one  case,  at  54,  represents 
the  oldest  individual  in  which  this  condition  has 
been  diagnosed,  prompted  by  sudden  enlarge- 
ment of  the  ectopic  gland.  The  second  case,  a 
young  girl  initially  diagnosed  at  age  2,  was 
eventually  operated  at  age  6 and  the  ectopic 
tissue  was  transplanted,  in  large  part,  to  the 
rectus  abdominis  muscle,-  this  is  the  first  instance 
in  which  ectopic  thyroid  tissue  from  the  median 
subhyoid  location  has  been  transplanted  to  this 
distant  site.  It  is  concluded  that  the  anomaly 
occurs  at  much  greater  frequency  than  previously 
appreciated  and  reported. 

Case  Report  No.  1:  Good  Samaritan  Hospital,  Phoenix,  Arizona; 
and  the  Out-Patient  Department  St.  Joseph’s  Hospital,  Phoenix, 
Arizona. 

Case  Report  No.  2:  St.  Joseph’s  Hospital,  Phoenix,  Arizona. 


Report  of  two  cases,  including  one  with  sur- 
gical excision  and  transplantation  to  the  rectus 
abdominis  muscle. 

The  fetal  anlage  of  the  thyroid  gland  devel- 
ops as  a downgrowth  from  the  floor  of  the 
primitive  pharynx,  intially  grows  anteriorly  in 
the  midline  and  then  extends  downward  as  a 
long  tube,  the  thyroglossal  duct,  following  the 
descent  of  the  heart  and  aortic  arch.  This  devel- 
oping midline  structure  is  bi-lobed  and  event- 
ually reaches  its  final  position  in  front  of  the 
trachea  and  thyroid  cartilage,  coalescing  there 
with  two  lateral  outgrowths  from  the  fourth 
pharyngeal  pouch  (the  ultimobranchial  bodies). 
These  steps  are  usually  completed  by  the  tenth 
fetal  week.10  The  elongated  duct  loses  its  lumen, 
is  transformed  into  a cord  and  normally  is  oblit- 
erated during  fetal  life. 

The  most  frequent  abnormal  development  of 
the  thyroid  is  a persistent  duct  or  cyst  which 
often  presents  as  a midline  neck  mass,  immedi- 
ately inferior  to  the  hyoid  bone.  These  residua  of 
the  thyroglossal  duct  sometimes  contains  thy- 
roid tissue  in  the  wall  of  such  cysts. 

Any  arrest  of  the  normal  descent  of  the  thy- 
roid gland  may  result  in  either  lingual  or  sub- 
lingual ectopic  thyroid  tissue.  The  lingual  or 
cervical  ectopic  thyroid  is  never  associated  with 
the  lateral  thyroid  contributions  mentioned 
above;5’ 7’ 14  it  has  been  considered  that  these 
contributions  too  have  endocrine  function,  pre- 
sumably producing  calcitonin.12  Hence  the  ec- 
topic thyroid  gland  is  quantitively  deficient  (but 
may  be  the  only  functioning  thyroid  tissue  avail- 
able).2 Functioning  at  marginal  levels,  it  would 
be  subject  to  excessive  TSH  stimulation,  with 
resultant  hyperplasia,  and  its  presence  may  first 
come  to  attention  at  a rather  young  age  because 
of  compensatory  enlargement.1 

Midline  ectopic  thyroid  tissue  has  been  found 
from  the  tongue  to  the  diaphragm.1  Approx- 
imately three  hundred  cases  of  lingual  ectopia 
of  the  thyroid  have  been  documented;14' 20  only 
twenty-six  cases  of  the  subhyoid  median  ectopic 
thyroid,  with  absence  of  thyroid  tissue  in  the 
normal  location,  have  been  previously  reported 
in  the  European,  American,  and  Far  Eastern 
literature.1’ 2’ 3’ 4’ 5’  14’  15’  16’  17'  22’ 23’ 24’  29’ 30  Of  the 

subhyoid  ectopia  previously  reported,  twelve 
were  inadvertently  excised;1’ 3’ 4’  “’ 14’ 15’ 17’ 24  o n e 
was  intentionally  excised;29  one  was  bisected 
and  left  in  place;22  eight  were  bisected  and  trans- 
planted to  the  lateral  neck  area  under  the  strap 
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Figure  1 

Radio-iodine  scan  of  neck,  demonstrating  no  uptake 
over  normal  location  of  thyroid,  all  uptake  limited  to 
area  of  mass,  at  age  2%. 

muscles  on  either  side;2' 3’ 5’ 15 ' 16’ 23  three  were 
treated  medically  with  thyroid  preparations;2, 17' 30 
and  one  received  no  treatment.17 

The  cases  herein  reported  add  the  twenty- 
seventh  and  twenty-eighth  reported  instance  of 
this  interesting  anomaly  to  the  literature.  The 
second  case,  at  age  57,  represents  the  oldest 
individual  in  which  the  anomaly  has  been  diag- 
nosed. The  first  case  represents  the  first  instance 
in  which  transplantation  to  a site  other  than 
the  lateral  strap  muscles  has  been  attempted. 
While  at  least  eight  reported  cases  in  the  litera- 
ture deal  with  transplantation  of  the  more  com- 


the  rectus  abdominis  sheath,1' 6' 13  transplanta- 
tion to  the  same  remote  site  has  not  been  pre- 
viously reported  with  regard  to  the  subhyoid 
median  ectopic  thyroid. 

CASE  REPORTS 

Case  1 — KRT  is  a white  female  bom  4-19-61; 
birth  and  development  were  normal  in  every 
regard  until  age  2 at  which  time  a gradually 
enlarging  lump  was  noted  in  the  anterior  neck 
region.  A radio-iodine  study  was  subsequently 
obtained  in  January  1964  demonstrating  24% 
uptake,  the  scintogram  demonstrated  the  uptake 
limited  apparently  to  the  palpable  mass  (Fig.  1). 
The  patient  continued  to  be  observed  in  view 
of  lack  of  symptoms.  During  1967  the  lump  pro- 
gressively enlarged,  and  because  of  cosmetic 
considerations,  as  well  as  because  of  the  poten- 
tial for  subsequent  progressive  enlargement, 
she  was  admitted  for  elective  surgery  in  Octo- 
ber 1967.  At  that  time,  the  height  was  48% 
inches  (upper  75th  percentile),  and  the  weight 
was  58 V2  pounds  (upper  90th  percentile).  Labora- 
tory studies  prior  to  surgery  documented:  PBI 
6.4  mcg%,  T-4  by  column  5.4  mcg%,  thyroid 
binding  globulin  25  mcg%,  and  T-3  uptake 
29.5%.  The  surgical  procedure  undertaken  on 
10-23-67  included  exploration  of  the  anterior 
neck  compartment  which  failed  to  document 
the  presence  of  a normal  thyroid  in  the  usual 
location;  the  subhyoid  midline  thyroid  mass 
was  then  excised.  After  submitting  a section  of 
the  ectopic  thyroid  to  confirm  that  it  was  his- 
tologically normal  thyroid  tissue,  the  specimen 


TABLE 

I:  Chronological  comparison  of  parameters 

in  Datient  with  thvroid  autotransplant 

of  growth 

and 

thyroid  function 

Date 

Age 

Weight 

Per- 

cen- 

tile 

Height 

Per-  Bone  PBI 
cen-  Age 
tile 

T-4 

Free 

Thyrox- 

ine 

RAI 

Up- 

take 

RAI  Scan 

Other 

Tests 

REMARKS 

Jan. 

’64 

23/4 

24% 

All  of  uptake  over  mass 
--only  functioning  area 
in  neck 

Oct. 

•67 

Jan. 

'68 

6% 

63/4 

58% 

90th 

48% 

75th  6.4 

6 3.6 

17% 

Small  functioning  rem- 
nant at  base  of  tongue 
majority  of  uptake 
over  abdomen 

TBG  25  mcg% 
T-3  29.5 

Feb. 

'68 

63/4 

1.7 

1.1 

15% 

No  uptake  over  neck. 

All  uptake  over  abdomen 

On  thyroid  grs.% 
x 3 months 

Aug. 

'68 

7% 

61 

50 

4.4 

0.9 

10% 

All  uptake  over  abdomen 

Feb. 

'69 

7% 

65 

90th 

51% 

75th 

4.3 

1.0 

Nov. 

’69 

8% 

72 

53% 

5.3 

Jun. 

'71 

10% 

87 

75th 

57% 

75th  11 

3.3 

5% 

All  uptake  over  abdomen 

With  TSH  stimulation 
Perchlorate  discharge 
test  negative 

Sep. 

’71 

Dec. 

’71 

10  3/4 

97% 

75th 

60% 

75th  4.2 

0.75 

15% 

All  uptake  over  abdomen 

Rapid  growth  phase; 
thelarche ; irritable. 
Started  on  thyroid 
1 gr . 4aily 
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was  sectioned  into  multiple  strips  approximate- 
ly 1 to  1.5  mm  in  width,  each  1.5  cm  long,  and 
these  were  implanted  over  a 4x5  cm  area  in  the 
lower  rectus  abdominis  muscles.  Through  a 
classic  Pfannenstiel  incision,  reflecting  the  an- 
terior sheath  of  the  rectus  abdominis  superiorly 
from  the  muscle  mass,  the  strips  of  tissue  were 
inserted  longitudinally  into  the  muscle  mass,  us- 
ing a clamp  to  grasp  them  at  one  end.  The  post- 
operative course  was  complicated  by  pneumon- 
itis but  was  otherwise  uneventful. 

During  the  ensuing  three  months  the  patient 
did  well,  laboratory  studies  at  three  months 
appeared  to  document  normal  function  of  the 
grafted  thyroid  tissue,  with  the  radio-iodine  up- 
take being  17%  over  the  abdominal  area  and 
interestingly  a small  residual  of  uptake  at  the 
base  of  the  tongue  was  now  noted.  Some  four 
months  post-surgery,  however,  in  February, 
1968,  the  patient  developed  fatigue  and  al- 
though the  radio-iodine  uptake  over  the  abdom- 
inal incision  area  remained  in  the  normal  range, 
the  T-4  and  PBI  dropped  significantly  (refer  to 
Table  I).  The  patient  subsequently  was  treated 
with  thyroid,  % grain  daily,  over  a three-month 
period  with  improvement  in  symptomatology 
and  after  discontinuation  of  the  thyroid  supple- 
mentation there  was  no  recurrence  of  her  fat- 
igue; repeat  parameters  of  thyroid  function 
were  once  again  normal. 

Subsequent  to  the  initial  uptake  study,  post- 
surgery follow-up  isotope  studies  have  failed  to 
document  any  uptake  at  the  base  of  the  tongue; 
the  entire  uptake  limited  to  the  transplant,  (Fig. 
2)  and  (Fig.  3).  Her  subsequent  course  has  been 
relatively  normal  until  recently;  there  has  been, 
however,  a gradual  drop  in  parameters  of  thy- 
roid function  in  spite  of  the  fact  that  recent 
TSH  stimulated  thyroid  survey  documented  a 


Figure  3 

Radio-iodine  scan  of  abdomen,  demonstrating  entire 
uptake  limited  to  area  of  previous  incision. 

“significant  reserve”  capability  of  response  of 
the  transplanted  gland,  and  the  perchlorate-dis- 
charge test  was  negative  (Fig.  4).  The  subject 
commenced  thelarche  in  the  summer  of  1971, 
and  during  the  ensuing  four  months  commenced 
a rapid  pre-pubertal  growth  phase,  increasing 
in  height  by  3 inches  over  the  four-month  peri- 
od, associated  with  moderate  irritability  and  de- 
crease in  thyroid  parameters  below  normal  lev- 
els. She  has  subsequently,  once  again,  been 
instituted  on  supplemental  doses  of  thyroid 
hormone;  presently  is  on  equivalent  of  1 grain 
daily. 

Case  2 — LH  is  a 57-year-old  Spanish-Ameri- 
can  female  spinster  of  Mexican  birth,  and  of 
extremely  short  stature,  who  developed  an  en- 
larging mass  in  the  anterior  neck  region  begin- 
ning in  March,  1971.  Her  family  history  was 
uncertain.  The  patient  had  undergone  gallblad- 
der surgery,  two  years  prior,  and  at  that  time 
had  additionally  been  evaluated  for  anginal  pain 
with  negative  cardiac  work-up.  At  no  time  prior 
had  the  neck  mass  been  evident. 

Examination  revealed  a short,  middle-aged 
Mexican- American  female,  height  53Y2  inches, 
weight  147  pounds,  of  sub-normal  intelligence, 
with  normal  skin  texture  and  with  hair  moder- 
ately coarsened.  There  was  a 3 cm  diameter 
anterior  midline  neck  mass  of  semi-turgid  char- 
acter, non-tender,  inferior  to  the  hyoid  bone, 
and  immediately  superior  to  the  thyroid  carti- 
lage. The  reflexes  were  symmetrically  diminish- 
ed. The  radio-iodine  uptake  was  6%  at  4 hours, 
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Figure  4 

Recent  photo  demonstrating  euthyroid  appearance, 
normal  height  and  weight. 


12%  at  24  hours;  the  scan  demonstrated  all  of 
the  radio-isotope  activity  localized  to  the  area 
of  the  nodule,  measuring  approximately  3 cm  in 
diameter,  with  some  degree  of  non-uniformity 
to  the  pattern  of  uptake  (Fig.  5). 

The  patient  was  placed  on  suppressive  sodi- 
um levothyroxine  therapy,  0.3  mg  per  day.  How- 
ever, in  spite  of  six  months  suppressive  therapy, 
the  mass  enlarged  moderately,  became  slightly 
more  firm  and  the  patient  developed  moderate 
dysphagia. 

The  patient  was  referred  for  elective  surgery, 
which  was  accomplished  on  10-15-71.  At  sur- 
gery, the  anterior  neck  was  explored,  and  no 
thyroid  was  documented  in  the  normal  loca- 


Figure  5 

Radio-iodine  uptake  and  scan  of  neck  in  March,  1971, 
demonstrating  all  uptake  in  nodule,  no  uptake  over 
normal  location  of  thyroid. 

tion;  the  nodule  was  next  explored,  was  found 
underlying  the  layer  of  strap  muscles,  and  had 
the  appearance  of  nodular  thyroid  tissue,  with 
no  parathyroid  identified.  The  nodule  was  re- 
moved in  its  entirety  because  of  the  suspicion 
of  malignancy,  and  pathologic  diagnosis  docu- 
mented multi-nodular  goiter  with  cystic  degen- 
eration. The  subsequent  postoperative  course 
was  uneventful.  The  patient  has  been  main- 
tained on  thyroid  therapy,  in  full  replacement 
dosage. 

DISCUSSION 

In  evaluation  of  a child  presenting  with  a 
midline  neck  mass  one  should  consider  in  the 
differential  diagnosis:  thyroglossal  duct  cyst, 
epidermal  inclusion  cyst,  lymph  node,  lipoma, 
sebaceous  cyst  and  ectopic  thyroid  gland.3  Care- 
ful examination  of  the  neck  for  a normally  lo- 
cated thyroid  gland  should  be  performed  on  all 
individuals  presenting  with  masses  in  the  base 
of  the  tongue  or  midline  of  the  neck;  if  no  such 
normally  located  thyroid  lobes  are  encountered, 
scintiscan  of  the  oropharynx,  neck,  and  supra- 
sternal areas  are  suggested.3  In  general,  a thyro- 
glossal duct  cyst  contains  little  or  no  function- 
ing thyroid  tissue,  while  the  ectopic  thyroid 
gland  will  represent  the  only  functioning  thy- 
roid tissue  in  the  neck.  Surgery  is  indicated  for 
the  thyroglossal  duct  cyst  because  of  disfigura- 
tion and  tendency  toward  recurrent  inflamma- 
tion, but  the  occurrence  of  severe  hypothyroid- 
ism and  juvenile  myxedema  from  the  inadver- 
tent removal  of  the  ectopic  thyroid  gland  has 
moved  some  authors  to  recommend  . . . “that 
with  no  exception  should  a midline  cervical 
mass  be  removed  if  one  is  unable  to  identify 
thyroid  tissue  in  its  normal  anatomical  loca- 
tion.”4’ 11  At  times,  it  is  impossible  to  differentiate 
a thyroglossal  duct  cyst  from  ectopic  midline 
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subhyoid  thyroid  tissue,  in  spite  of  scanning 
the  neck  and  thorax.  Inadvertent  removal  of 
such  nodules  need  not  be  catastrophic  if  the 
necessity  for  thyroid  replacement  is  promptly 
recognized. 

Others  have  felt  surgery  in  the  patient  with 
suspected  midline  anterior  cervical  ectopic  thy- 
roid is  unnecessary.1' 3' 5 Since  the  enlargement 
represents  a response  to  endogenous  TSH  stim- 
ulation in  the  face  of  inadequate  thyroid  func- 
tion, a more  rational  approach  is  to  place  the 
patient  on  a regime  of  full  thyroid  replace- 
ment.1’ 5 Should  medical  therapy  fail  to  produce 
a significant  reduction  in  size  of  the  thyroid  mass 
in  three  or  four  months,  surgery  is  probably 
advisable.  A greater  incidence  of  neoplasia 
would  be  expected  in  glands  subjected  to  ex- 
cessive TSH  stimulation,  and  in  fact  twenty- 
two  cases  of  thyroid  carcinoma  in  lingual  ec- 
topic thyroid  tissue  have  been  reported;19  how- 
ever, to  date  no  cases  of  thyroid  carcinoma  in 
midline  anterior  cervical  ectopia  have  been 
documented. 

The  fact  that  most  of  the  cases  reported  have 
undergone  a surgical  procedure  further  exem- 
plifies the  lack  of  recognition  of  this  condition. 
Surgical  textbooks  have  made  distinct  reference 
to  the  subhyoid  anomaly;15  hence  it  is  surpris- 
ing that  only  twenty-six  cases  of  this  disorder 
have  been  previously  described  in  the  Anglo- 
American  and  Eastern  literature. 

Various  avenues  have  been  undertaken  in  the 
treatment  approach  of  lingual  ectopia  of  the 
thyroid,  including  attempted  suppression  with 
thyroid  hormone  or  its  analogues,21  attempted 
radio-ablation  with  1-131, 25  and  autotransplanta- 
tion, either  locally  underlying  the  lateral  strap 
muscles,18’ 26  or  more  commonly  to  a distant  site, 
the  anterior  rectus  muscle  sheath.6’ 13’ 18’ 27  The 
surgical  approach  to  the  rarer  anomaly,  median 
subhyoid  ectopic  thyroid,  has  previously  been 
uniform,2’ 3’ 5’ 15’ 16’ 22’ 23  and  in  only  a few  instan- 
ces has  control  been  attempted  via  medication 
although  this  would  appear  the  more  rational 
initial  approach. 

Recent  studies  have  suggested  that  allogenic 
thyroid  and  parathyroid  glands  behave  func- 
tionally and  histologically  similar  to  other  trans- 
ferred organs,  and  that  rejection  for  both  oc- 
currs  on  the  eighth  or  fourteenth  day,  as  a rule,9 
similar  to  other  organs.  Studies  in  dogs  have 
demonstrated  100  per  cent  success  in  transplan- 
tation of  thyroid  autograft  to  the  surfaces  of 


muscles  below  the  deep  fascia;  in  these  studies 
the  thyroid  was  cut  into  thin  slices.8  In  man, 
prolonged  survival  and  function  occurred  fol- 
lowing the  implantation  of  autogenous  thyroid 
gland  tissue,  but  function  was  less  than  the 
intact  glands.6  Communications  with  authors 
who  previously  reported  on  transplantation  of 
midline  subhyoid  thyroid  ectopia3’ 5 likewise  in- 
dicate that  on  long  term  follow-up,  the  trans- 
planted gland  behaves  in  a less  than  function- 
ally adequate  manner.  Implantation  of  thyroid 
ectopia  to  the  anterior  rectus  sheath  would  ap- 
pear as  appropriate  for  the  median  subhyoid 
ectopic  gland  as  for  the  lingual  ectopia,  recog- 
nizing that  lifetime  substitution  therapy  with 
full  doses  of  thyroid  hormone  may  in  any  event 
be  required  should  the  dysgenetic  gland  decom- 
pensate or  fail  to  regain  normal  function.1 

Several  investigators  consider  this  thyroid 
anomaly  a milder  manifestation  of  the  same 
dysgenetic  state  called  by  Little,  et  al,  . . . 
“crvpothyroidism.”1’ 28  This  condition  more  often 
leads  to  cretenism,  the  difference  being  that 
the  glandular  remnants  in  cretins  are  unable  to 
react  sufficiently  to  thyrotropin  stimulation.  It 
is  concluded  that  the  anomaly  occurs  at  much 
greater  frequency  than  previously  appreciated 
and  reported. 
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Phoenix,  Arizona 


Rapid  and  efficient  blood  gas  analysis  has  be- 
come possible  in  recent  years  because  of  the 
availability  of  electrode  methods  for  the  meas- 
urement of  pH,  PCO2,  and  PO2.  St.  Joseph’s 
Hospital  in  Phoenix  opened  a blood  gas  labora- 
tory in  early  1966.  Almost  exclusively,  arterial 
blood  samples  were  obtained  as  contrasted  to 
“arterialized”  venous  blood.  Arterial  puncture, 
a procedure  that  was  previously  completely  with- 
in the  domain  of  the  physician,  was  taught  to 
pulmonary  function  technicians  who  had  no  prior 
experience  in  drawing  blood.  During  the  past 
six  years,  40,000  single  studies  have  been  accom- 
plished without  morbidity  or  mortality.  The  pur- 
pose of  this  report  is  to  describe  the  simplicity 
and  safety  of  the  technique  used  for  obtaining 
arterial  blood  from  the  radial  artery.  It  docu- 
ments the  proficiency  of  technicians  in  this  pro- 
cedure. 

From  the  Section  of  Pulmonary  Diseases,  Department  of 
Internal  Medicine,  and  the  Pulmonary  Function  Laboratory, 
St.  Joseph’s  Hospital  and  Medical  Center,  Phoenix,  Arizona 
(January  1972). 
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ARTERIAL  PUNCTURES 

BY  PULMONARY  FUNCTION 
LABORATORY  TECHNICIANS 


The  management  of  many  illnesses  including 
respiratory  insufficiency  and  failure  has  be- 
come facilitated  during  the  past  few  years  be- 
cause of  the  availability  of  blood  gas  analysis. 
In  previous  years  the  mention  of  an  arterial 
puncture  brought  to  mind  a surgical  scrub  pro- 
cedure with  a physician  being  the  only  person 
to  perform  the  actual  puncture.  A decision  was 
made  in  March,  1966  to  train  pulmonary  func- 
tion laboratory  technicians  who  had  no  prior 
experience  in  drawing  blood.  In  40,000  blood 
gas  analyses  accomplished  at  the  hospital  there 
has  not  been  morbidity.  For  the  most  part  these 
have  been  done  by  direct  arterial  puncture.  I 
believe  the  utilization  of  technicians  for  this 
procedure  to  be  sound  as  proven  by  the  success 
of  this  program  during  the  past  six  years. 

METHOD:  A five  cc  glass  syringe  wetted 
with  heparin  solution,  1000  units  per/ cc,  is 
attached  to  a 22  gauge  one-inch  needle.  Plastic 
syringes  should  be  avoided  because  of  greater 


friction  upon  movement  of  the  syringe  barrel 
and  also  because  of  the  possibility  of  loss  of 
some  gas  tensions  through  plastic.  A vacutainer 
cannot  be  used  because  of  loss  of  gas  tensions 
into  the  vacuum.  The  patient  should  be  sitting 
or  preferably  semi-recumbent  with  the  wrist 
extended.  The  radial  artery  is  palpated  and  the 
area  cleansed  with  70%  alcohol.  I prefer  not  to 
use  infiltration  anesthesia  since  this  obliterates 
land  marks  and  also  because  the  infiltration 
procedure  itself  is  painful.  Arterial  puncture 
performed  rapidly  in  one  clean  insertion  is  no 
more  painful  than  a venipuncture. 

The  radial  artery  is  fixed  between  two  fingers 
and  penetration  of  the  artery  is  made  with  the 
syringe  at  a 45-60°  angle.  Puncture  is  detected 
by  blood  entering  the  syringe  with  pulsation 
visible  as  the  result  of  arterial  pressure.  The 
syringe  barrel  is  forced  back  by  this  pressure 
and  approximately  three  to  five  ccs  of  blood  are 
withdrawn.  For  obvious  reasons  a tourniquet  on 
the  arm  is  not  used.  Firm  pressure  is  applied 
at  the  site  of  the  puncture  for  several  minutes 


and  an  elasticized  bandage  applied  for  a few 
hours.  Any  bubbles  in  the  syringe  are  flushed 
out  by  holding  the  barrel  vertically.  The  needle 
is  capped  and  the  specimen  is  not  cooled  if  the 
procedure  is  done  within  a reasonable  period 
of  time. 

Although  I have  instructed  our  technicians  to 
anticipate  complications  I have  not  actually  seen 
any.  We  look  specifically  for  signs  of  bleeding, 
embolism,  infection,  neuromuscular  damage,  and 
ischemia. 

SUMMARY:  Arterial  puncture  performed  by 
pulmonary  function  laboratory  technicians  is  a 
safe  and  useful  technique.  The  physician  is  often 
busy  and  unavailable  to  do  this  and  laboratory 
technicians  are  available  for  immediate  requests. 
During  a six-year  period  and  after  40,000  stud- 
ies there  has  not  been  mortality  or  morbidity 
associated  with  this  procedure. 
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THE  SUCCESS  OF  THE  SURGICENTER  IDEA 


Congratulations  are  in  order  for  Drs.  John 
Ford  and  Wallace  Reed,  founders  of  Surgicenter, 
Inc.  at  1040  East  McDowell  Road,  Phoenix,  Ari- 
zona, upon  their  Merit  Award  on  Innovative 
Ideas  That  Improve  Patient  Care/ Or  Reduce 
Costs  in  the  1972  Gerard  B.  Lambert  competi- 
tion. The  Lambert  Awards  were  established  in 
1971  by  Mrs.  Lambert  to  memorialize  her  late 
husband,  one  of  the  nation’s  innovators  in  gov- 
ernment, business,  housing,  and  many  other 
fields.  For  the  1972  competition,  2058  hospital 
administrators,  382  health/medical/science  col- 
umnists, and  302  organizations  aligned  with  the 
health  care  industry  were  asked  to  participate. 
From  these  nominees,  exceeding  one  thousand, 
10  Award-winning  ideas  were  selected  by  a 


Panel  of  Jurors.  Stephen  M.  Morris  and  the 
Samaritan  Health  Service  were  among  the  1971 
Lambert  Award  winners. 

The  surgicenter  citation:  — “a  singular  purpose 
short-stay  facility  that  renders  hospital-quality 
care  for  surgical  cases  too  serious  to  be  treated 
in  a doctor’s  office  but  not  requiring  hospitaliza- 
tion. Savings  to  patients  average  $130  each  for 
in-and-out  surgery.  For  the  first  5,00  patients 
this  meant  a saving  of  $650,000,  about  10,000 
hospital  days,  with  no  fatalities  in  9300  cases.” 

Arizona  Medicine  salutes  Drs.  Ford  and  Reed 
for  their  excellence  and  success  with  Surgi- 
center, Inc. 

John  R.  Green,  M.D. 
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SUFFER  THE  LITTLE  CHILDREN 
TO  KNOW 


JOHN  J.  STANDIFER,  M.D. 
PRESIDENT 


A surgeon  I know  recently  made  a point  to 
me  of  the  importance  of  physician’s  leading 
their  children  to  an  appreciation  of  our  pro- 
fession. He  made  a number  of  good  points.  My 
being  a fifth  generation  physician  may  have 
influenced  my  receptiveness  to  his  ideas. 

Our  children  know  a lot  about  a life  in 
medicine.  They  know  the  hardships  as  well  or, 
hopefully,  the  ideals.  They  must  know  the  draw- 
backs, but  have  we  shown  them  the  compen- 
sations? 


What  impressions  must  they  get  from  seeing 
the  lives  we  lead?  One  of  my  sons  asked  his 
mother,  “Why  doesn’t  Dad  get  a job?”  His  path 
and  mine  didn’t  cross  for  days  sometimes.  I 
was  out  of  town  for  several  days  once  when 
his  teacher  asked  him  where  I was.  His  answer, 
“I  don’t  know.  At  the  hospital,  I guess.”  When 
he  and  I were  together,  I was  tired. 

Our  offspring  hear  of  our  heavy  loads  and 
grave  responsibilities.  They  may  hear  of  our  in- 
creasing legal  liabilities  in  the  profession.  They 
understand  our  concern  of  increasing  govern- 
ment encroachment  upon  the  practice  of  medi- 
cine. They  know  the  time  we  spent  in  formal 
education.  These  all  add  up  to  good  reasons  for 
staying  away  from  the  profession  Dad  finds 
so  absorbing. 

There  is  another  side  of  the  coin.  I think  we 
penalize  ourselves  and  our  families  when  we 
don’t  let  them  see  and  feel  that  other  side.  Do 
they  ever  see  the  concern  we  have  for  the  lives 
and  welfare  of  our  patients  or  know  the  satis- 
faction we  have  in  really  helping?  All  of  us  re- 
member events  that  must  make  anything  else  in 
human  experience  seem  pale.  These  make  the 
irritations  and  frustrations  much  less  important. 
Even  in  the  tragedies  of  our  practice  there  is 
an  element  of  human  experience  that  is  the 
essence  of  life  itself. 

The  joy  of  continual  intellectual  challenge,  the 
respect  of  our  fellow  men,  the  financial  rewards 
are  other  satisfactions  we  owe  to  our  profession. 
To  be  fair  to  ourselves  and  our  children,  we 
should  let  them  see  that  these  are  the  real 
rewards  we  receive  for  the  hard  work,  heavy 
responsibility,  long  hours,  irritations  and  frus- 
trations we  face.  It  is  a magnificent  profession. 
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DEPARTMENT  OF  NEUROLOGY 


An  independent  Department  of  Neurology  was 
created  at  the  University  of  Arizona  College  of 
Medicine  effective  July  1,  1972.  The  separation 
of  neurology  from  internal  medicine  is  in  keep- 
ing with  the  organizational  structure  of  the  vast 
majority  of  American  medical  schools.  Medical 
faculties,  and,  to  a growing  extent,  the  general 
public,  have  become  more  and  more  aware  that 
one  of  the  most  important  new  frontiers  of  med- 
icine is  a better  understanding  of  the  structure 
and  function  of  the  nervous  system.  Most  scien- 
tists feel  that  through  such  an  understanding 
will  a rational,  therapeutic  approach  to  diseases 
of  the  nervous  system  be  gained. 

Dr.  William  A.  Sibley,  who  is  Professor  of 
Neurology  and  Head  of  the  Department,  has 
been  associated  with  the  medical  school  since 
its  inception.  Dr.  Richard  Curless  (a  pediatric 
neurologist),  Carter  Mosher,  Lawrence  Z.  Stem, 
and  Joseph  J.  Thomas  are  other  full-time  faculty 
members.  The  new  Department  has  clinical  serv- 
ices at  three  hospitals  in  Tucson:  at  University 
Hospital  there  are  approximately  15  neurology 
beds;  there  is  also  a large  clinical  service  at 
Tucson  Medical  Center  where  Dr.  Harvey  W. 
Buchsbaum,  as  Associate  in  Neurology,  is  Chief 
of  the  clinical  service.  Dr.  Thomas  is  head  of  the 
clinical  service  at  the  Tucson  Veterans  Adminis- 
tration Hospital.  Dr.  Eduardo  Eidelberg  of  the 
Barrow  Neurological  Institute,  St.  Joseph’s  Hos- 
pital, in  Phoenix  is  an  Adjunct  Professor  of  Neur- 
ology and  serves  not  only  an  important  teaching 
function  but  as  liaison  between  the  Department 
of  Neurology  at  the  College  of  Medicine  and 
teaching  and  clinical  affiliations  in  Phoenix. 

The  major  research  interests  of  the  Depart- 
ment of  Neurology  at  this  point  involve  multiple 
sclerosis  and  neuromuscular  diseases.  Dr.  Sibley 
is  Chairman  of  the  National  Multiple  Sclerosis 
Society’s  Committee  on  Etiology  and  Therapy 
and  is  investigating  the  possibility  that  multiple 
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sclerosis  may  be  due  to  a SLOW  vims  infection. 
Dr.  Stem  is  the  Regional  Clinic  Director  for  the 
Muscular  Dystrophy  Associations  of  America 
and  is  Chairman  of  the  Medical  Advisory  Com- 
mittee for  the  Southern  Arizona  Chapter  of 
M.D.A.A.  He  has  established  a Muscle  Disease 
Clinic  at  the  Arizona  Medical  Center  devoted  to 
the  diagnosis  and  treatment  of  disorders  of  the 
nerve-muscle  unit.  He  is  also  actively  investigat- 
various  forms  of  neuromuscular  disease  employ- 
ing the  basic  mechanisms  of  pathogenesis  of 
ing  a multidisciplinary  approach  with  other  mem- 
bers of  the  clinical  and  basic  science  faculty. 

Outpatient  clinical  services  provided  by  the 
Department  include,  in  addition  to  regular  Neur- 
ology Clinic  and  the  Muscle  Disease  Clinic,  a 
Multiple  Sclerosis  and  a Headache  Clinic,  both 
under  the  supervision  of  Dr.  Sibley,  and  are 
mainly  research  oriented. 

The  Department  of  Neurology  teaches  stu- 
dents in  all  four  years  of  the  curriculum  and 
sponsors  a fully  approved  three-year  residency 
training  program.  Residents  are  instructed  in 
clinical  neurology,  neuropathology  and  neuro- 
diagnostic techniques,  management  of  neuro- 
logical and  neurosurgical  patients,  and  neuro- 
logical research.  A Wednesday  evening  seminar 
series  in  the  neurological  sciences  is  given  week- 
ly throughout  the  academic  year.  This  well- 
attended  forum  provieds  an  ideal  setting  for 
communication  and  cooperation  between  all 
members  of  the  community  interested  in  the 
nervous  system  as  well  as  providing  a vehicle 
for  presentation  of  the  most  recent  advances  in 
neuroscience. 
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IMAGINATION 


WILLIAM  B.  McGRATH,  m.d. 
Phoenix,  Arizona 


The  campfire  is  a cameo  of  sunset.  Look  up. 
Those  stars  are  the  lights  of  the  city  of  God. 
The  horse-drawn  wagons  of  religion  and  med- 
icine and  law  are  gathered  under  the  trees.  It 
is  time  to  hold  a meeting. 

We  are  the  wordmongers,  the  metaphysicians, 
the  ones  who  make  the  value  judgments.  How 
presumptuous  of  us  to  preach  a philosophy  of 
science!  It  should  be  the  other  way  around,  at 
least  until  we  all  learn  to  speak  the  same  lan- 
guage. And  yet? 

Once  we  came  upon  a calf,  mortally  wounded 
by  a careless  hunter.  The  mother  had  not  left 
with  the  rest  of  the  herd  to  go  to  water.  Un- 
bearably restless,  she  paced  about,  high-headed 
and  wild-eyed  with  fear  and  dismay.  Science 
explains  that  her  bleating  is  not  from  sorrow 
but  because  her  udders  are  aching  and  need 
to  be  emptied.  Oh,  no!  Where  else  is  her  soul 
but  in  the  mother  s breast? 

Mankind  is  caught  in  a vise  and  our  hearts  are 
pulpy  and  becoming  rancid.  We  have  almost  lost 
the  capacity  to  swell  with  wonder  or  recoil  with 
shock. 

Obscenities  which  heretofore  would  leap  up 


from  the  printed  page  now  look  jaded  and  limp. 
Curses  have  no  impact.  The  third  or  fourth 
pornographic  movie  portrays  nothing  new  or 
provocative.  Explicit  eroticism  is  a contradiction, 
a substitute  instead  of  a stimulant  to  imagination. 
In  a night  club  the  drums  roll  to  introduce  the 
main  attraction,  a go-go  dancer,  practically  nude. 
The  men  glance  up  and  then  go  on  watching  a 
game  of  billiards. 

A second  showing  of  heart  surgery  will  excite 
neither  sympathy  nor  interest.  Photography  of 
the  next  space  voyage  will  hardly  compete  with 
a silly  television  program. 

You  might  suppose  that  the  news  in  living 
color  would  be  very  real,  very  exciting.  No;  the 
treacherous  feature  of  television  is  the  fact  that 
you  can  turn  it  off.  The  viewer  with  that  omnip- 
otent control  is  cheated  of  any  genuine  sharing. 
Pushing  a button  does  not  stop  the  actual  riot 
or  the  real  flood.  Personal  agony,  communal 
tragedy  or  magnificent  spectacle  — each  takes 
on  the  celluloid  quality  of  a movie  we  have 
seen  before.  Sympathy  is  maudlin  and  two-di- 
mensional; we  can  turn  it  on  or  off. 

How  many  radio  and  television  stations  are 
emitting  programs  without  pause,  sixteen  to 
twenty-four  hours  a day?  Every  day  they  gobble 
up  more  than  a year’s  supply  of  talent  and  crea- 
tivity. Someone  accomplishes  an  excellent  or 
original  piece  of  work.  The  slick-paper  magazines 
beat  the  story  to  death,  and  within  a month 
there  are  a dozen  imitations. 

Sensitivity  training,  without  sphincters,  can 
easily  become  training  toward  insensitivity,  a 
sanction  of  vulgarity  and  rudeness  and  lack  of 
cultured  restraint.  One  might  notice  a defect  in 
an  acquaintance,  but  the  need  to  point  it  out  is 
not  psychologically  mature  nor  preferable  to 
simple  tact.  One  might  have  a touching  interest 
in  his  neighbor’s  wife,  but  a gentleman  will  still 
wait  for  an  invitation. 
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If  nothing  is  dressed  or  packaged  or  contained 
there  will  never  again  be  surprise.  When  little 
is  left  to  our  imagination,  then  that  uniquely 
human  faculty  will  shrivel  and  die,  and  we  will 
be  hangdog  and  stupid. 

We  wrote,  for  example,  “the  campfire  is  a 
cameo  of  sunset.”  We  might  be  criticized  for 
failure  to  elaborate  the  description.  But  we  do 
not  intend  to  tell  you  of  our  experience.  By 
reticence  we  want  to  evoke  memories  of  your 
own  or  project  a pleasant  contemplation  the 
next  time  you  warm  yourself  by  an  evening  fire. 

You  do  not  have  to  analyze  or  understand 
the  melancholy  of  a clanging  bell-buoy  or  a 


foghorn  in  the  mist.  With  ordinary  binoculars  on 
a desert  night  you  can  see  a couple  of  the  tiny 
moons  of  Jupiter,  and  you  will  find  them  unut- 
terably endearing,  and  you  do  not  need  to  know 
why. 

There  is  universal  concern  about  agression. 
In  our  experience  those  individuals  who  are 
capable  of  cruelty  have  been  incapable  of  feeling 
wonder  or  awe.  A man  without  imagination 
cannot  have  compassion:  one  has  to  be  able  to 
appreciate  another  person’s  plight,  another  per- 
son’s struggle  and  suffering.  Weltschmerz  is  an 
awareness  of  sorrow  in  the  world.  Only  such 
awareness  will  keep  us  from  adding  to  it. 


ArMA  Reports 


THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 


FINANCE  COMMITTEE 

The  meeting  of  the  Finance  Committee  of  the  Arizona 
Medical  Association,  Inc.,  held  at  810  West  Bethany 
Home  Road,  Phoenix,  Arizona,  Saturday,  September  16, 
1972,  convened  at  10:06  a.m.,  William  C.  Scott,  M.D., 
Treasurer  & Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  February  26,  1972, 
were  approved  as  distributed. 

SAMA  — ANNUAL  FUNDING 

IT  WAS  MOVED  AND  CARRIED  TO  BUDGET  A 
$200.00  ANNUAL  CONTRIBUTION  TO  THE  UNI- 
VERSITY OF  ARIZONA  CHAPTER  OF  SAMA  TO 
BE  MADE  AT  THE  BEGINNING  OF  THE  SCHOOL 
YEAR.  EFFECTIVE  SEPTEMBER  1972. 

FINANCIAL  STATEMENT 

Dr.  Scott  and  the  Committee  reviewed  the  financial 
statement  fo  rthe  eight-month  period  ending  8/31/72 
in  depth.  Dr.  Scott  noted  that,  if  we  continue  at  the 
present  rate,  we  should  be  able  to  end  the  year  $11,- 
700.00  better  off  than  was  originally  budgeted.  Because 
our  total  actual  expenditures  are  well  within  the  budget, 
no  budget  change  recommendations  are  to  be  made  to 
the  Board  of  Directors. 

PRINTING  DEPARTMENT 

Mr.  Robinson  reported  that  the  new  printing  & ad- 
dressing department  was  almost  complete.  In  another 
thirty  days  the  department  should  be  complete. 

MEMBERSHIP  GROWTH 

Mr.  Robinson  reported  that  the  Association  member- 
ship has  had  a phenomenal  net  growth  during  the  first 
eight  months  of  1972,  of  151  members.  The  history  of 
net  growth  is  shown  below: 


MEMBERSHIP  GROWTH  REPORT  FOR  THE  YEARS 
1942  THRU  1971  AND  THE  FIRST  EIGHT  MONTHS 
OF  1972 


Net 

Net 

Total  Gain 

Total 

Gain 

Year 

Membership  (Loss) 

Year 

Membership 

(Loss) 

1942 

240 

1957 

857 

30 

1943 

254  14 

1958 

909 

52 

1944 

300  46 

1959 

997 

88 

1945 

280  (20) 

1960 

1052 

55 

1946 

418  138 

1961 

1112 

60 

1947 

474  56 

1962 

1195 

83 

1948 

507  33 

1963 

1302 

107 

1949 

529  22 

1964 

1417 

115 

1950 

609  80 

1965 

1450 

33 

1951 

625  16 

1966 

1484 

34 

1952 

667  42 

1967 

1530 

46 

1953 

722  55 

1968 

1583 

53 

1954 

746  25 

1969 

1628 

45 

1955 

796  50 

1970 

1733 

105 

1956 

827  31 

1971 

1803 

70 

EIGHT  MONTHS  THRU 

8/31/72 

1954 

151 

MEMEBRSHIP  GROWTH  FOR  FIRST  EIGHT 
MONTHS  OF  1972  BY  COUNTY 


County 

1/1/72 

8/31/72 

Increase 

(Decrease) 

APACHE 

7 

8 

1 

COCHISE 

32 

27 

(5) 

COCONINO 

39 

42 

3 

GILA 

17 

14 

(3) 

GRAHAM 

7 

8 

1 

GREENLEE 

6 

5 

(1) 

MARICOPA 

1118 

1207 

89 

MOHAVE 

10 

14 

4 

NAVAJO 

10 

7 

(3) 
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PIMA 

447 

510 

63 

PINAL 

34 

38 

4 

SANTA  CRUZ 

9 

9 

0 

YAVAPAI 

27 

28 

1 

YUMA 

40 

37 

(3) 

TOTAL 

1803 

1954 

151 

COMPARISON 

OF  LICENSED 

PRACTICING 

M. 

AND  ArMA  MEMBERSHIP  AS  OF  8/1/72 
Licensed 

M.D.s  Total 

Practicing  ArMA  Non- 

In  Arizona  Membership  Members 

County  On  8/1/72  On  8/1/72  On  8/1/72 

APACHE  10  8 2 

COCHISE  29  28  1 

COCONINO  57  42  15 

GILA  21  14  7 

GRAHAM  880 

GREENLEE  440 

MARICOPA  1591  1189  402 

MOHAVE  18  14  4 

NAVAJO  13  7 6 

PIMA  674  510  164 

PINAL  48  38  10 

SANTA  CRUZ  10  9 1 

YAVAPAI  40  28  12 

YUMA  40  37  3 

TOTAL  2563  1936  627 


OTHER  BUSINESS 

Tax  Assessment 

Mr.  Robinson  was  instructed  to  make  a formal  appeal 
to  see  if  a reduction  in  Property  Taxes  can  be  obtained. 

Borrowing 

Dr.  Scott  noted  that  so  far  this  year  we  have  had  to 
borrow  $23,000.00  as  opposed  to  $34,000.00  on  this 
date  last  year.  He  pointed  out  that  we  borrowed  $74,- 
000.00  in  1970,  $80,000.00  in  1971,  and  that  we  estimate 
a need  to  borrow  $65,000.00  by  the  end  of  1972. 

Next  Meeting 

It  was  determined  to  hold  the  next  meeting  January 
20,  1972,  at  which  time  the  1974  budget  would  be 
reviewed. 

Meet  adjourned  11:28  a.m. 


for  a scientific  exhibit  space.  To  date  such  application 
has  not  been  received. 

ARMPAC  STATEMENT 

Dr.  Conrad’s  letter  of  September  4,  1972,  regarding 
recent  ArMPAC  billing  was  reviewed.  It  was  determined 
to  advise  ArMPAC  of  the  problem  and  suggest  they 
clarify  future  mailings. 

INSURANCE  COMPANY-PATIENT 
COMPLAINT 

Following  review  of  the  complex  Keith  B.  Taylor 
matter,  it  was  referred  to  the  Maricopa  County  Medical 
Society  as  the  appropriate  agency. 

COMMUNICATIONS 

Nutrition  Council  of  Arizona  letter  9/8/72 

It  was  determined  to  recommend  Glenn  M.  Friedman, 
M.D.,  of  Scottsdale  to  fill  the  place  of  Clarence  R. 
Laing,  M.D.,  on  the  subject  organization. 

AMA’s  Bernard  D.  Hirsch  letter  9/8/72 

Mr.  Hirsch ’s  letter  inviting  our  legal  counsel  to  a 
legal  workshop  in  Cincinnati  on  November  26,  1972, 
was  reviewed.  It  was  determined  that  Mr.  Jacobson 
would  contact  Mr.  Hirsch  to  determine  the  true  need 
for  the  meeting.  Sending  a representative  to  the  meeting 
was  approved  should  Mr.  Jacobson  deem  it  advisable. 

OTHER  BUSINESS 

INTRAV 

Mr.  Robinson  reported  that  we  had  received  a check 
in  the  amount  of  $2,162.53  from  INTRAV  as  the 
Association’s  equivalent  of  one  free  passage  for  each 
forty  passengers  obtained.  He  also  reported  that  many 
letters  had  been  received  from  those  participating  on 
the  Mediterranean  Cruise,  all  of  which  were  favorable. 

IT  WAS  DETERMINED  TO  CONTINUE  PRO- 
VIDING SUCH  TOURS  TO  THE  MEMBERSHIP 
VIA  THE  INTRAV  AGENCY. 

Alcoholism  Advisory  Council  appointment 

Dr.  Kossuth’s  request  that  we  designate  a representa- 
tive for  the  subject  organization.  It  was  recommended 
that  we  suggst  Karl  E.  Voldeng,  M.D. 

Meeting  adjourned  5:12  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 


Edward  Sattenspiel,  M.D. 
Secretary 

Bruce  E.  Robinson 
Executive  Director 

EXECUTIVE  COMMITTEE 

The  meeting  of  the  Executive  Committee  of  the  Ari- 
zona Medical  Association,  Inc.,  held  Saturday,  September 
28,  1972,  at  810  W.  Bethany  Home  Road,  Phoenix, 
Arizona,  convened  at  3:12  p.m.,  John  J.  Standifer,  M.D., 
President  and  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  7/29/72  were  ap- 
proved as  distributed. 

ARIZONA  RIGHT  TO  LIFE  COMMITTEE 

Mr.  Robinson  reported  that  the  subject  group  had 
been  invited,  and  has  accepted,  to  make  a presentation 
at  the  9/24/72  Board  of  Directors  meeting.  That  the 
Scientific  Assembly  Committee  has  agreed  to  have  a 
panel  on  abortion  during  the  1973  Annual  Meeting. 
That  they  have  been  invited  to  submit  an  application 


BOARD  OF  DIRECTORS 

The  meeting  of  the  Board  of  Directors  of  the  Arizona 
Medical  Association,  Inc.,  held  at  810  W.  Bethany  Home 
Road,  Phoenix,  Arizona,  September  24,  1972,  a quorum 
being  present,  convened  at  10:06  a.m.,  John  J.  Standifer, 
M.D.,  President  and  Chairman,  presiding. 

WELCOME 

Dr.  Standifer  welcomed  the  County  Society  presi- 
dents and  numerous  guests. 

MINUTES 

Minutes  of  the  meetings  held  4/25/72,  4/29/72  and 
5/20/72  were  approved  as  distributed. 

ARIZONA  RIGHT  TO  LIFE  COMMITTEE 

Drs.  Earl  J.  Baker,  Belton  P.  Meyer,  and  Wallace  W. 
McWhirter,  representing  the  subject  organization,  pre- 
sented an  extended  explanation  of  that  organization’s 
philosophy  and  goals  — RECEIVED. 

ARMPAC  BOARD  OF  DIRECTORS 

Dr.  Langston  reported  that  membership  in  ArMPAC 
is  at  an  all-time  high  and  still  growing.  He  indicated 
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that  the  Board  had  met  and  distributed  funds  to  various 
federal  races  and  state  races.  That  ArMPAC  members 
can  obtain  details  regarding  this  by  contacting  him  per- 
sonally - RECEIVED. 

BOARD  OF  DIRECTORS 

Board  of  Medical  Examiners  Appointment 

The  Board  confirmed  the  mail  ballot  nominating  Wil- 
liam E.  Bishop,  M.D.,  Charles  W.  McMoran,  M.D.,  and 
Dale  F.  Webb,  M.D.,  as  nominees  for  the  Board  of 
Medical  Examiners. 

William  E.  Bishop,  M.D.,  of  Globe  has  been  appointed 
by  the  Governor  for  the  term  71/72-6/30/77  — RE- 
CEIVED. 

Regional  Medical  Program 

Reappointment  of  Richard  O.  Flynn,  M.D.,  to  repre- 
sent the  Association  on  the  Regional  Advisory  Group 
of  the  Arizona  Regional  Medical  Program  — RECEIVED. 
House  of  Delegates  Resolutions 

Mr.  Robinson  reported  on  the  status  of  the  various 
resolutions  adopted  by  the  House  of  Delegates  at  their 
4/29/72  meeting  as  follows: 

#3-72  Arizona  Tumor  Registery  — RMP  Report 
7/11/72. 

#4-72  New  Division  of  AMA  — Referred  to  Ad  Hoc 
Committee  on  ArMA  Program  Development 
and  Administrative  Evaluation  — Committee 
has  not  met.  Meeting  scheduled  9/30/72. 
#6-72  Malpractice  Survey  — See  Eli  Bemsweig 
letter  5/23/72. 

#7-72  Central  Coordinating  Agency  for  all  Medical 
& Paramedical  Continuing  Educational  Pro- 
grams — Referred  to  Medical  Education  Com- 
mittee — No  action  to  date. 

#9-72  Appreciation  to  Charles  E.  Henderson,  M.D. 

— Frameable  copy  of  resolution  sent  to  Dr. 
Henderson. 

Those  interested  in  more  detail  on  the  above  are  urged 
to  contact  Mr.  Bruce  E.  Robinson,  Executive  Director  — 
RECEIVED. 

Membership  & Physician  Distribution 

It  was  reported  that  the  first  eight  months  of  1972 
saw  a record-breaking  net  membership  increase  of  151 
members.  This  was  the  greatest  increase  since  1942 
when  the  collection  of  statistics  was  first  started.  In 
1942  there  were  240  members.  As  of  8/31/72  there  are 
1,954  members.  The  eight-month  increase  for  1972  is 


as  follows: 

Increase 

County 

1/1/72 

8/31/72 

(Decrease) 

APACHE 

7 

8 

1 

COCHISE 

32 

27 

(5) 

COCONINO 

39 

42 

3 

GILA 

17 

14 

(3) 

GRAHAM 

7 

8 

1 

GREENLEE 

6 

5 

(1) 

MARICOPA 

1118 

1207 

89 

MOHAVE 

10 

14 

4 

NAVAJO 

10 

7 

(3) 

PIMA 

447 

510 

63 

PINAL 

34 

38 

4 

SANTA  CRUZ 

9 

9 

0 

YAVAPAI 

27 

28 

1 

YUMA 

40 

37 

(3) 

TOTAL 

1803 

1954 

151 

A comparison  of  ArMA  members  and  total  licensed 
physicians  in  Arizona  was  also  presented  as  follows: 


Licensed 

M.D.s 

Total 

Practicing 

ArMA 

Non- 

In  Arizona 

Membership 

Members 

County 

On  8/1/72 

On  8/1/72 

On  8/1/72 

APACHE 

10 

8 

2 

COCHISE 

29 

28 

1 

COCONINO 

57 

42 

15 

GILA 

21 

14 

7 

GRAHAM 

8 

8 

0 

GREENLEE 

4 

4 

0 

MARICOPA 

1591 

1189 

402 

MOHAVE 

18 

14 

4 

NAVAJO 

13 

7 

6 

PIMA 

674 

510 

164 

PINAL 

48 

38 

10 

SANTA  CRUZ 

10 

9 

1 

YAVAPAI 

40 

28 

12 

YUMA 

40 

37 

3 

TOTAL 

2563 

1936 

627 

EXECUTIVE  COMMITTEE 

The  following  membership  classification  changes  were 
approved: 

Maricopa  County  Medical  Society: 

(a)  Dean  Nichols,  M.D.,  Active  to  Associate  — Ac- 
count illness  — Dues  exempt  — Effective  1/1/73. 

(b)  James  P.  Rigg,  Sr.,  M.D.,  Associate  to  Active- 
Over  70  — Account  age  — Dues  exempt  — Ef- 
fective 1/1/72. 

(c)  Paul  M.  Ryerson,  M.D.,  Active  to  Active-Over 
70  — Account  age  — Dues  exempt  — Effective 
1/1/73. 

(d)  George  S.  Enfield,  M.D.  — Active  to  Associate 
— Account  retirement  — Dues  exempt  — Ef- 
fective 1/1/72. 

Pima  County  Medical  Society: 

(a)  Nathan  S.  Kolins,  M.D.  — Active  to  Associate  — 
Account  retirement  — Dues  exempt  — Effective 
1/1/73. 

BENEVOLENT  & LOAN  FUND 
COMMITTEE 

Dr.  Cloud  reported  that  the  Committee  awarded  this 
year’s  one  $500.00  scholarship  to  William  F.  Kivett  of 
Phoenix,  who  is  attending  the  University  of  Arizona  Col- 
lege of  Medicine  — RECEIVED. 

FINANCE  COMMITTEE 

Financial  Statement  8/31/72 

Seymour  I.  Shapiro,  M.D.,  reported  for  the  Treasurer, 
Dr.  Scott,  that  the  Finance  Committee  had  on  9/16/72, 
reviewed  in  detail  the  financial  report  for  the  period 
ending  8/31/72.  Dr.  Shapiro  noted  that  our  general 
operations  revenue  was  $6,528.22  above  budget  and  that 
expenditures  are  well  within  the  proposed  budget.  He 
pointed  out  that  the  building  operations  expenditures 
were  above  budget  due  to  the  unanticipated  high  taxes 
assessed  against  the  property  and  building.  These  taxes 
are  being  protested  at  this  time. 

It  was  pointed  out  that  the  1972  budget  calls  for  an 
excess  of  revenues  over  expenditures  of  $16,165.00, 
but  that  due  to  increased  revenue  and  tight  control  of 
expenditures  this  figure  could  be  increased  to  about 


868  NOVEMBER  1972  • XXIX  • 11 


$27,000.00,  which  will  go  toward  re-establishment  of 
cash  reserves.  Dr.  Shapiro  noted  that  our  borrowing  so 
far  this  year  is  less  than  borrowed  this  time  last  year. 
RECEIVED. 

SAMA  Annual  Contribution 

It  was  moved  and  carried  that  a $200.00  annual  con- 
tribution be  made  to  the  University  of  Arizona  Chapter 
of  the  Student  American  Medical  Association,  such 
payment  to  be  made  at  the  beginning  of  each  school 
years,  to  start  in  September,  1972. 

GOVERNMENTAL  SERVICES 
COMMITTEE 

National  Health  Service  Corps 

The  Committee’s  letter  of  8/7/72  recommending  op- 
position to  certain  amendments  to  the  National  Health 
Service  Corps  act  was  received.  No  action  was  necessary 
as  the  anticipated  unfavorable  amendments  were  with- 
drawn subsequent  to  the  meeting  of  the  Governmental 
Services  Committee. 

Social  Security  Number  Use 

The  Committee’s  recommendation  that  ArMA  urge 
the  widespread  use  of  the  Social  Security  number  for 
all  forms  of  identification  was  reviewed. 

It  was  moved  and  carried  to  receive  this  recom- 
mendation for  information. 

Bennett  Amendment  to  H.R.  1 

The  request  of  the  California  Medical  Association 
that  ArMA  not  support  the  Bennett  Amendment  to  H.R. 
1 was  reviewed.  Dr.  Reed  pointed  out  that  the  American 
Association  of  Foundations  for  Medical  Care  does  sup- 
port the  Bennett  Amendment. 

It  was  moved  and  carried  that  the  Arizona  Medical 
Association  support  the  position  of  the  California  Med- 
ical Association  and  the  American  Medical  Association 
in  opposition  to  the  Bennett  Amendment. 

It  was  also  recommended  that  we  obtain  from  the 
American  Association  of  Foundations  for  Medical  Care 
the  reasons  for  their  support  of  the  Bennett  Amendment. 
Health  Planning  Authority  Grant  Endorsement 

It  was  moved  and  carried  to  endorse  the  Arizona 
Health  Planning  Authority’s  application  to  the  Arizona 
Regional  Medical  Program  for  funds  to  develop  a state 
center  for  health  information. 

Arizona  Plan  for  Health  Services 

The  matter  of  the  subject  plan  was  discussed,  along 
with  the  proposed  position  paper  on  the  subject. 

It  was  moved  and  carried  that  the  Association  adopt 
the  Governmental  Services  Committee’s  position  paper 
(set  forth  below)  with  the  additional  preamble  statement 
that  the  Association  finds  the  “Preliminary  Performance 
Specifications  for  the  Arizona  Plan  for  Health  Services 
dated  5/10/72”  completely  impracticable  and  totally  un- 
acceptable to  the  Arizona  Medical  Association,  and 
urges  the  Arizona  Health  Planning  Authority  to  seek 
more  input  from  practicing  physicians  representing  the 
Arizona  Medical  Association. 

POSITION  PAPER 

ON  THE  DEVELOPING  ARIZONA  PLAN  FOR 
HEALTH  SERVICES 
SECTION  I 

Various  individuals  and  committees  of  the  Arizona 
State  Medical  Association  have  reviewed  the  existing 
material  and  have  discussed  at  length  the  need  to  sup- 


plement the  health  care  delivery  system  in  the  State  of 
Arizona. 

The  Arizona  Medical  Association  has  directed  its 
attention  to  the  “medical  aspects”  of  the  developing  plan 
for  health  services  which  we  feel  that  the  profession  is 
qualified  to  comment  upon.  There  are  many  other 
suggestions  that  have  been  made  or  implied  that  have 
to  do  with: 

1.  Social  needs  of  the  various  economic  groups  as 
they  affect  the  availability  and  usability  of  the 
medical  care  facilities; 

2.  The  economic  needs  of  the  same  groups; 

3.  The  transportation  needs  both  within  the  urban 
areas  and  in  the  more  remote  areas  of  the  state; 

4.  The  need  to  provide  language  accessibility  through 
interpreters  or  by  other  means; 

5.  The  question  of  compensation  for  the  patient  while 
he  is  away  from  his  place  of  employment. 

The  Arizona  Medical  Association  believes  that  other 
groups  within  the  social,  financial,  economic  and  gov- 
ernmental fields  should  join  with  the  medical  profession 
in  making  reccommendations  on  these  “non-medical” 
aspects  of  any  plan. 

SECTION  II 

It  is  the  feeling  of  the  Arizona  Medical  Association 
that  the  present  methods  of  health  care  should  be  util- 
ized to  their  capacity  where  it  is  agreeable  both  to  the 
provider  and  to  the  consumer. 

It  must  be  remembered  that  approximately  80%  of 
the  people  of  the  state  are  getting  adequate  health  care, 
including  the  majority  of  the  elements  outlined  in  the 
plan  for  health  servics,  under  the  present  system.  There 
is  no  need  for  a “new  system”  for  this  80%.  Emphasis 
needs  to  be  placed  on  getting  the  other  20%  into  the 
present  system. 

It  should  be  pointed  out  that  this  system  consists  of 
private  practitioners  and  their  offices,  existing  hospitals, 
laboratories,  paramedical  personnel,  as  well  as  a third- 
party  insurance  system.  In  Maricopa  County  many  of 
these  are  tied  together  under  the  Maricopa  County 
Foundation  for  Medical  Care.  This  foundation  concept 
is  at  the  present  time  being  extended  into  Pima  County, 
and  before  the  calendar  year  ends  may  be  on  a statewide 
basis.  The  Arizona  Medical  Association  feels  that,  where 
possible,  the  direct  physician-patient  relationship  as 
exemplified  by  the  Foundation  concept,  should  be  util- 
ized to  its  fullest,  and  that  it  can  become  the  basic 
cornerstone  for  any  expanded  medical  care  plan  for 
the  state.  It  is  felt  that  those  levels  of  government  which 
have  the  responsibility  for  indigent  medical  care  should 
seriously  consider  the  use  of  the  foundation  plan  and 
other  similar  carrier  systems  for  the  care  of  the  medical- 
ly indigent  as  a method  of  putting  these  individuals 
into  the  “mainstream”  of  medical  care. 

SECTION  III 

A distinction  needs  to  be  made  between  “medical 
care”  and  “health  care.”  It  is  apparent  that  the  physi- 
cians of  the  state  cannot  spread  their  personal  services 
uniformly  throughout  all  of  the  inhabited  areas.  Uni- 
form distribution  of  physicians  within  even  the  metro- 
politan areas  is  extremely  difficult. 

Within  any  plan  for  improving  health  services,  it 
must  be  emphasized  that  the  concept  of  making  appro- 
priate medical  care  available  is  essential  to  any  program. 
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It  is  recognized  that  the  definition  of  the  word  “appro- 
priate” presents  an  identification  problem. 

To  adequately  distribute  health  care  services  to  all 
areas,  the  use  of  paramedical  personnel  as  physician’s 
assistants  can  be  tied  to  a communication  and  transpor- 
tation network.  This  would  permit  access  to  medical 
advice  and  would  ensure  transporting  the  patient  to 
an  area  where  more  sophisticated  medical  care  is  avail- 
able. Such  a network,  however,  must  be  tbe  responsi- 
bility of  the  physicians,  and  under  their  continuous  sup- 
ervision. A continuum  of  care  must  be  provided  from 
the  paramedic-nurse  practitioner-nurse  aide  level  to 
other  more  sophisticated  levels  of  medical  care  with 
central  “medical  center”  locations. 

It  is  essential  that  provisions  be  made  for  patients 
to  get  appropriate  medical  care  within  the  system.  The 
Arizona  Medical  Association  also  feels  that  in  certain 
urban  areas,  additional  access  points  and  outreach  clinics 
are  essential,  and  it  would  support  the  development  of 
such  facilities. 

SECTION  IV 

As  has  been  implied  previously,  it  is  unrealistic  to 
talk  about  providing  uniform  care  for  everybody.  We 
feel  that  with  modifications  of  the  current  medical  care 
system,  it  can  improve,  and  provide  adequate  care  to 
more  and  more  people.  The  Arizona  Medical  Associ- 
ation is  dedicated  to  upgrading  the  system  with  the  goal 
to  provide  everybody  with  high  quality  medical  care. 
It  should  be  pointed  out,  however,  that  total  uniformity 
and  immediate  access  to  health  services  is  unrealistic 
and  probably  impossible.  Every  attempt  should  be  made 
to  work  toward  this  high  quality  care  and  immediate 
accessibility,  but  it  is  apparent  that  until  communications, 
transportation,  and  adequate  financing  are  available, 
it  is  not  possible.  The  development  of  new  forms  of 
health  care  delivery  systems  would  not  necessarily  be 
less  expensive  than  the  present  system. 

It  must  be  realized  that  medical  crises  will  occur,  but 
to  believe  that  these  medical  crises  can  be  handled  uni- 
formly is  unrealistic.  The  chances  of  survival  of  a pa- 
tient experiencing  a heart  attack  at  the  front  door  of 
the  hospital  are  far  different  from  the  chances  of  sur- 
viving a heart  attack  that  occurs  while  the  patient  is 
on  a hunting  trip  in  the  remote  areas  of  the  state.  Such 
inequities  cannot  be  controlled  by  any  plan  for  health 
services. 

SECTION  V 

One  cannot  discuss  or  plan  for  a change  or  an  aug- 
mentation in  the  health  services  for  the  state  without 
considering  the  financial  problems  that  will  be  involved. 
A major  problem  in  any  health  care  program  is  — who 
pays,  who  benefits,  who  is  taxed,  who  contributes 
financially.  However,  the  prime  concern  of  any  health 
plan  is  the  care  of  the  patient. 

SECTION  VI 

The  Arizona  Medical  Association  is  concerned,  in- 
volved and  appreciates  its  responsibility  to  assist  the 
state  in  developing  a more  adequate  system  of  health 
care.  However,  improvement  is  a relevant  word,  as  are 
accessibility,  uniform  care,  equal  care,  and  availability 
of  care. 

We  believe  that  certain  suggestions  have  been  made 
by  which  the  present  system  can  be  expanded  to  meet 
some  of  the  state  needs.  It  should  be  reiterated,  how- 


ever, that  while  improved  medical  care  can  be  made 
available,  the  accessibility  to  such  care  will  not  neces- 
sarily be  uniform  either  in  time  or  amount  under  the 
most  idealistic  condition. 

The  Arizona  Medical  Association  believes  that  the 
health  care  system  in  the  State  of  Arizona  can  and 
should  be  improved.  It  also  is  of  the  opinion  that: 

1.  Insofar  as  is  possible,  the  present  system  should 
be  the  base  upon  which  improvement  and  ex- 
pansion are  built. 

2.  The  foundation  concept  which  has  been  started  in 
the  state  provides  such  a necessary  structure  upon 
which  improvement  and  expansion  can  be  develop- 
ed. A Kaiser-type  plan  is  another  concept  which 
also  can  be  utilized. 

3.  The  use  of  paramedical  personnel,  geographically 
equitable  to  the  population  needs,  may  be  indi- 
cated. Such  use  must  be  under  medical  super- 
vision and  have  available  medical  support  and 
transportation,  and  adequate  communication  capa- 
bilities. 

4.  The  development  and  use  of  adequate  access  facil- 
ities should  be  encouraged. 

5.  A sound  financial  plan  for  the  support  of  such 
services  is  essential. 

It  was  moved  and  carried  to  direct  a letter  and  the 
position  paper  to  the  Arizona  Health  Planning  Authority 
with  copies  to  the  governor  and  all  legislators. 

It  was  also  determined  to  include  the  following  con- 
cepts in  the  cover  letter: 

1.  That  ArMA  believes  in  health  planning  and  sin- 
cerely wants  to  help  in  that  process. 

2.  That  meetings  of  the  various  Health  Planning 
Authority  committees  be  called  at  times  that  make 
it  possible  for  practicing  physicians  who  are  vol- 
unteers to  attend,  keeping  in  mind  that  most 
physicians  are  self-employed  and  because  of  the 
patient  care  aspect  of  their  work  cannot  attend 
meetings  called  on  short  notice  or  during  regular 
office  hours. 

3.  Because  of  the  wide  variance  in  the  types  of  physi- 
cian backgrounds,  and  needs  of  patients  (different 
specialties,  etc.),  that  a greater  number  of  physicians 
be  asked  to  participate  on  the  various  planning 
groups. 

4.  That  it  be  kept  in  mind  that  physicians  must  con- 
tinue to  render  patient  care  on  a 24-hour  basis 
while  participating  in  the  planning  process,  making 
the  above  requests  necessary. 

MEDICAL  ECONOMICS  COMMITTEE 

The  United  Medical  Care  Foundations  of  Arizona,  Inc. 

It  was  reported  that  the  United  Medical  Care  Foun- 
dations of  Arizona,  Inc.,  held  its  first  meeting  August 
17,  1972.  Dr.  Standifer  was  elected  President,  Dr. 
Moraca  elected  Secretary-Treasurer,  and  Bruce  E.  Robin- 
son was  appointed  Executive  Director.  It  was  determined 
that  for  the  present  time  the  function  of  the  organiza- 
tion would  be  primarily  that  of  liaison  between  existing 
local  foundations  — RECEIVED. 

Regional  Wage-Price  Seminar 

Mr.  Barnett  reported  that  he  and  Richard  S.  Arm- 
strong, M.D.,  attended  the  subject  seminar  on  9/11- 
12/72,  and  found  it  to  be  of  little  value,  as  it  was 
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primarily  directed  toward  the  technical  aspects  of  the 
regulations  and  not  to  the  medical  problems  — RE- 
CEIVED. 

OCCUPATIONAL  HEALTH  COMMITTEE 

IRS— ICA  Fee  Schedule  Ruling 

Mr.  Robinson  reported  that  through  our  lawyers  we 
are  still  appealing  the  IRS  ruling  that  the  ICA  cannot 
implement  the  adopted  fee  schedule  — RECEIVED. 

PROFESSIONAL  COMMITTEE 

Monte  Vista  Medical  Clinic  vs.  ArMA  and  BOMEX 
Mr.  Robinson  reported  that  the  Superior  Court  has 
issued  Judgment  No.  C261286  removing  ArMA  from 
the  subject  suit.  RECEIVED. 

Death  Certificates 

It  was  move  dand  carried  that  members  of  the  Associ- 
ation be  encouraged  to  use  Item  20  of  the  Death  Cer- 
tificate, if  in  their  judgment  environmental  factors  were 
a factor  in  death. 

Conference  on  Arizona  Environment 

It  was  moved  and  carried  to  urge  the  Arizona  Medical 
Association  members  of  the  Arizona  Health  Planning 
Authority  to  request  that  body  to  convene  a committee 
of  representatives  of  voluntary  and  governmental  or- 
ganizations to  cooperatively  sponsor  and  conduct  a 
statewide  conference  on  Arizona  environment,  with  the 
stipulation  that  the  initial  group  include  at  least  the 
following:  Arizona  Medical  Association,  Arizona  Associ- 
ation of  Chambers  of  Commerce,  Advisory  Committee  on 
the  Environment,  Arizona  Mining  Association,  Arizona 
Regional  Medical  Program,  Arizona  State  Department 
of  Health,  Arizona  State  Department  of  Public  Instruc- 
tion, Junior  Chamber  of  Commerce,  American  Associ- 
ation of  University  Women,  representatives  of  ecological 
groups  and  major  youth  groups  in  Arizona;  and,  that 
the  conference  consider  at  least:  A.  The  physical  and 
mental  Health  aspects  of  environmental  problems  and  B. 
Community  participation,  including  youth  participation, 
in  environmental  action  programs. 

1973  Annual  Meeting  Program 

It  was  moved  and  carried  that  the  Association  urge 
the  Scientific  Assembly  Committee  to  allocate  a sub- 
stantial segment  of  time  during  the  next  ArMA  annual 
meeting  for  presentation  of  various  kinds  of  problems 
relating  to  environmental  pollution. 

Arizona  Medicine 

It  was  moved  and  carried  that  the  Association  en- 
courages the  editorial  board  of  Arizona  Medicine  to 
devote  increased  attention  to  matters  relating  to  environ- 
mental problems  in  Arizona  Medicine. 

Hypnosis 

The  Board  reviewed  the  action  of  the  Professional 
Committee  on  hypnosis  stated  as  follows: 

“It  was  moved  and  carried  to  recommend  to  the 
Board  of  Directors  that  the  mental  health  profes- 
sionals are  in  agreement  that  hypnosis,  as  a form 
of  treatment  for  emotional  illness,  be  used  only  by 
properly  trained  physicians,  including  psychiatrists, 
and  also  by  properly  trained  clinical  psychologists. 
Proper  training  in  this  reference  means  at  least  six 
months  of  training  and  subsequent  certification  of 
the  training  in  an  approved  institution.” 

It  was  moved  and  carried  to  refer  this  matter  back  to 
the  Professional  Committee  for  further  expansion. 


Marihuana  position 

It  was  moved  and  carried  that  the  Association  support 
the  following  statement  on  marihuana: 

Introduction 

In  view  of  the  dramatic  rise  in  marihuana  use  in 
the  United  States  in  recent  years,  the  Council  on 
Mental  Health  and  the  Committee  on  Alcoholism  and 
Drug  Dependence  of  the  American  Medical  Associ- 
ation have  continued  to  review  evidence  obtained 
from  scientific  research  into  the  drug.  The  AMA’s 
policy  statement  on  marihuana  was  issued  in  Decem- 
ber, 1969,  with  the  instructions  that  study  and  evalu- 
ation be  continued. 

Because  of  heightened  public  interest  in  marihuana 
and  the  amount  of  research  conducted  since  that  time, 
the  Council  and  Committee  are  recommending  the 
adoption  of  this  statement  as  reflective  of  the  most 
recent  scientific  findings.  Such  findings  have  been 
reported  in  three  documents:  (1)  The  Use  of  Cannabis, 
Report  of  a WHO  Scientific  Group,  1971;  (2)  Mari- 
huana and  Health,  Second  Annual  Report  to  Congress 
from  the  Secretary  of  Health,  Education,  and  Welfare, 
1972;  and  (3)  Marihuana:  A Signal  of  Misunderstand- 
ing, First  Report  of  the  National  Commission  on  Mari- 
huana and  Drug  Abuse,  1972. 

Marihuana,  as  used  in  the  United  States,  is  de- 
rived from  the  leaves  and  flowering  tops  of  the  fe- 
male cannabis  plant.  The  plant  develops  a resinous 
material  which  incorporates  the  active  pharmacol- 
ogical principles.  This  resin  can  be  extracted  from 
the  dried  tops  of  the  plant,  leaves  and  flowers.  It 
may  be  pulverized  and  smoked  with  or  without  ad- 
mixture with  tobacco.  Smoking  is  the  typical  method 
of  administration  in  the  United  States,  although  oral 
ingestion  is  not  uncommon. 

The  principal  active  ingredients  of  cannabis  resin 
are  cannabinols,  especially  tetrahydrocannabinols 
(THC)  which  exist  in  several  isomeric  forms.  The 
precise  mechanism  by  which  these  ingredients  induce 
effects  of  the  drug  in  man  is  still  not  known. 
Scientific  Findings  on  Marihuana 

Cannabis,  as  a psychotropic  substance,  acts  on  the 
central  nervous  system.  As  with  all  psychoactive  drugs, 
its  effects  are  a function  of  the  complex  interplay 
among  the  physiological  and  psychological  status  of 
the  drug  taker,  the  amount  and  potency  of  the  drug 
substance,  and  the  frequency  and  mode  of  administra- 
tion. The  lower  the  dose  taken,  the  less  intense  and 
significant  the  physical  and  psychological  effects  will 
be.  As  the  dose  increases,  so  will  these  effects.  The 
effects  of  smoking  hashish,  a highly  potent  form  of 
cannabis,  are  markedly  different  from  the  effects  of 
marihuana  as  currently  used  in  the  United  States. 

Important,  too,  are  the  setting  in  which  the  drug 
is  taken,  the  influence  of  others  present  and  the  ex- 
pectation of  drug  effects  by  the  user.  While  these 
factors  play  a role  in  any  psychoactive  substance  use, 
they  are  especially  pertinent  to  the  way  marihuana 
is  used  in  the  United  States  at  the  present  time.  In 
comparison  with  other  psychoactive  substances,  when 
dose  and  frequency  are  constant,  there  is  an  apparent 
wider  variation  of  effects  from  individual  to  indi- 
vidual, or  even  in  the  same  individual  at  different 
times. 
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Unless  otherwise  indicated,  the  term  “marihuana” 
in  this  report  refers  to  the  comparatively  low-dose 
content  of  the  active  chemical  substances  taken  by  the 
preponderance  of  users  in  the  United  States  in  1972. 

Marihuana  is  currently  used  primarily  as  a recrea- 
tional drug.  The  use  of  marihuana  is  a pleasurable 
experience  for  a majority  of  users. 

Somatic  effects  include  conjunctival  injection,  in- 
creased pulse  rate,  and  decreased  intraocular  pressure. 
Immediate  cognitive-psychomotor  effects  are  dose- 
related,  familiar  tasks  being  affected  less  than  un- 
familiar ones,  and  experienced  users  showing  less 
decrement  in  performance  than  “naive”  or  inexperi- 
enced users.  There  is  temporary  episodic  impairment 
of  short-term  memory. 

Although  use  of  marihuana  is  generally  pleasurable, 
exceptions  do  occur.  The  most  frequent  exception  is  a 
transient  anxiety  reaction  often  related  to  conflicting 
attitudes  toward  marihuana  of  the  inexperienced  user. 
In  cases  of  extremely  high  dosages,  or  occasionally 
with  a “novice”  at  low  dosage,  an  acute  psychotoxic 
reaction  may  develop  which  is  also  transient  in  nature, 
usually  disappearing  when  the  drug  has  been  elimin- 
ated from  the  body.  It  is  uncertain  how  much  of  this 
phenomenon  is  caused  by  the  marihuana  and  how 
much  is  the  result  of  preexisting  psychopathology. 
The  most  severe  acute  psychological  reaction  is  a 
toxic  psychosis.  Evidence  favors  the  theory  that  when 
such  a psychosis  develops,  it  represents  an  aggrava- 
tion of  a previously  existing  mental  disturbance. 

It  is  often  stated  that  chronic  use  results  in  an 
“amotivational  syndrome.”  In  the  United  States,  there 
has  been  some  opportunity  to  observe  and  study 
possible  long-term,  changes  in  mental  and  social  func- 
tioning which  might  result  from  marihuana  use.  The 
major  evidence  for  these  observations  at  this  time  is 
derived  from  clinical  reports.  Controlled  large-scale 
studies  have  not  been  done. 

An  association  has  been  established  between  the 
heavy  long-term  use  of  cannabis  and  social  deteriora- 
tion in  certain  other  countries.  Although  a causal 
relationship  has  not  been  clearly  proved,  this  associa- 
tion leads  to  some  apprehension  concerning  a poten- 
tial hazard  of  large  scale  long-term  heavy  use  of 
marihuana  in  the  United  States. 

Physical  dependence  such  as  seen  with  the  bar- 
biturates, opiate  derivatives,  and  alcohol  does  not 
exist  with  marihuana;  there  are  some  reports  of  mild 
withdrawal  symptoms,  but  they  have  not  been  differ- 
entiated from  possible  placebo  effects.  Psychological 
dependence  does  occur  and  varies  with  the  extent  of 
use.  Occasional  users  are  unlikely  to  manifest  psy- 
chological dependence,  but  heavy  use  reflects  strong 
psychological  dependence. 

Chronic  physical  effects  are  difficult  to  assess  be- 
cause of  the  likelihood  of  multiple  drug  use  and 
uncontrolled  variables  in  much  of  the  research.  Some 
evidence  does  indicate  that  with  very  heavy  use  there 
is  increased  likelihood  of  organ  damage.  Pulmonary 
function  has  been  shown  to  be  impaired  with  chronic 
heavy  smoking. 

Altough  not  conclusive,  there  is  evidence  that  im- 
pairment of  motor  vehicle  operation  can  result  from 
marihuana  use.  The  probability  and  nature  of  such 


impairment  should  be  the  subject  for  additional  re- 
search. 

No  reliable  data  exist  to  date  showing  chromosomal 
or  genetic  damage  from  marihuana  use.  The  risk  to 
the  fetus  is  still  uncertain. 

There  is  no  evidence  supporting  the  idea  that  mari- 
huana leads  to  violence,  aggressive  behavior,  or 
crime.  Another  idea  commonly  held  is  that  marihuana 
use  causes  progression  to  other  dependence-producing 
drugs.  A statistical  association  between  marihuana 
use  and  the  use  of  other  drugs  has  been  shown.  The 
nature  of  this  relationship  remains  to  be  clarified. 

The  Legal  Status  of  Marihuana 

This  AMA  House  of  Delegates  does  not  condone  the 
production,  sale  or  use  of  marihuana.  It  does,  however, 
recommend  that  the  personal  possession  of  insignifi- 
cant amounts  of  that  substance  be  considered  at  most 
a misdemeanor  with  commensurate  penalties  applied. 
It  also  recommends  its  prohibition  for  public  use; 
and  that  a plea  of  marihuana  intoxication  should  not 
be  a defense  in  any  criminal  proceedings. 

In  view  of  the  need  for  further  research,  and  the 
possibility  of  some  deleterious  effects  on  the  user 
and  on  society  at  large  which  could  constitute  a major 
public  health  problem,  a policy  of  discouragement  is 
strongly  advocated. 

Research  Needs 

The  Council  and  Committee  strongly  urge  that  there 
be  increased  research  on  marihuana.  In  the  course 
of  current  research,  possibilities  of  its  use  as  a thera- 
peutic agent  in  the  treatment  of  terminal  disease, 
glaucoma  and  hypertension  have  been  proposed.  Such 
therapeutic  possibilities  certainly  deserve  further  ex- 
ploration. In  addition,  much  more  research  is  needed 
into  the  pharmacology  of  the  drug;  its  interactions 
with  other  drugs;  large-scale  epidemiological  studies 
of  long-term  effects  of  chronic  heavy  usage;  marihuana 
use  and  personal  and  public  safety;  and  methods  of 
treatment  for  the  heavy  user. 

Education  Needs 

The  Council  and  Committee  also  urge  that  educa- 
tional efforts  be  vastly  expanded  to  all  segments  of 
the  population,  including  members  of  the  medical  and 
legal  professions,  and  law-enforcement  agencies. 
Changes  recommended  on  the  basis  of  scientific  evi- 
dence would  mandate  that  the  American  public  should 
be  better  informed  on  the  subject  of  marihuana. 

Desk  Reference  on  Drug  Abuse 

It  was  moved  and  carried  to  endorse  the  publication 
“Desk  Reference  on  Drug  Abuse”  being  developed  by 
the  Arizona  State  Department  of  Health. 

SCIENTIFIC  ASSEMBLY  COMMITTEE 

It  was  moved  and  carried  to  approve  the  following 
format  for  the  1973  Annual  Meeting,  with  the  addition 
that  the  Retired  Physician’s  registration  fee  be  reduced 
to  $5.00. 

82ND  (1973)  ANNUAL  MEETING  FORMAT 

A.  Hoard  of  Directors  Meetings 

1.  First  Meeting  Date:  Tuesday,  4/24/73 

Time:  9:00  A.M. 

2.  Second  Meeting  Date:  Saturday,  4/28/73 

Time:  12:00  Noon 

B.  House  of  Delegates  Meetings 

1.  First  Meeting  Date:  Tuesday,  4/24/73 
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Time:  1:00  P.M. 

2.  Second  Meeting  Date:  Saturday,  4/28/73 

Time:  8:00  A.M. 

C.  Reference  Committee  Meetings 

1.  Resolutions  Date:  Wednesday,  4/25/73 

Time:  9:00  A.M. 

2.  Articles  & Bylaws  Date:  Wednesday,  4/25/73 

Time:  8:00  A.M. 

D.  Blue  Shield  Corporate  Body  Meetings 

(to  follow  House  Meetings) 

1.  First  Meeting  Date:  Tuesday,  4/24/73 

Time:  3:30  P.M. 

2.  Second  Meeting  Date:  Saturday,  4/28/73 

Time:  10:00  A.M. 

E.  Blue  Shield  Reference  Committee  Meetings 

(to  follow  ArMA  Reference  Committee  Meeting) 

1.  Date:  Wednesday,  4/25/73 

Time:  To  follow  adjournment  of  ArMA  Resolu- 
tions Reference  Committee 

F.  Evening  Social  Functions 

1.  Wednesday,  April  25,  1973 
Type:  Steak  Fry 
Reception  Time:  7:00  P.M. 

Dinner  Time:  8:00  P.M. 

Entertainment:  To  be  determined 

2.  Thursday,  April  26,  1973 

To  be  held  for  ArMPAC’s  use.  If  they  do  not  use, 
then  to  be  a “free”  evening. 

3.  Friday,  April  27,  1973 
Type:  President’s  Banquet 
Reception  Time:  7:00  P.M. 

Dinner  Time:  8:00  P.M. 

Program:  To  be  determined  by  Philip  E.  Dew, 
M.D.,  President-Elect. 

G.  Sporting  Events 

1.  Golf  Tournament 

Date:  Wednesday,  4/25/73  Time:  1:00  P.M. 
Chairman:  Robert  L.  Hagan,  M.D. 

Financial  Contribution:  $100.00 

2.  Tennis  Tournament 

Date:  Wednesday,  4/25/73  Time:  1:00  P.M. 
Chairman:  Everett  W.  Czerny,  M.D. 

Co-Chairman:  Mrs.  Louise  Crawford 
Financial  Contribution:  $100.00 

H.  Registration  Fees 

1.  It  was  moved  and  carried  that  the  following  be 
the  Registration  Fees  for  1973,  and  that  refunds 
will  not  be  made  unless  they  are  requested  before 
April  20,  1973.  That  fee  adjustment  is  to  be  made 
subject  to  action  by  ArMPAC  as  regards  their 
program. 

Grand  Slam  Package  Deal  for  Two $60.00 

Includes: 

2 Steak  Fry  tickets  — Wednesday  evening 

1 Thursday  Breakfast  Panel  ticket 

2 ArMPAC  tickets  — Thursday  evening 
(see  above  motion) 

1 Friday  Breakfast  Panel  ticket 

2 President’s  Banquet  tickets  — Friday  evening 

Grand  Slam  Package  Deal  for  One $40.00 

Includes: 

1 Steak  Fry  ticket  — Wednesday  evening 
1 Thursday  Breakfast  Panel  ticket 


I ArMPAC  Banquet  ticket  — Thursday  evening 
(see  above  motion) 

1 Friday  Breakfast  Panel  ticket 
1 President’s  Banquet  ticket  — Friday  evening 

Small  Slam  Package  Deal  for  Two $45.00 

Includes: 

Same  as  “Grand  Slam  Package  Deal  for  Two” 
except  for  tickets  to  ArMPAC  Banquet  Thurs- 
day evening. 

Small  Slam  Package  Deal  for  One  $35.00 

Includes: 

Same  as  “Grand  Slam  Package  Deal  for  One” 
except  for  ticket  to  ArMPAC  Banquet  Thurs- 
day evening. 

Basic  Registration  Only $15.00 

Breakfast  Panel  Tickets  $ 3.50 

(If  purchased  separately  and  not  part  of  items  1, 
2,  3,  or  4 — Basic  Registration  required  before 
purchase.) 

Steak  Fry  Tickets  $12.00 

(If  purchased  separately  and  not  part  of  items  1, 
2,  3,  or  4 — Basic  Registration  required  before 
purchase.) 

ArMPAC  Banquet  Tickets  $12.00 

(If  purchased  separately  and  not  part  of  items  1, 
2,  3,  or  4.)  (See  above  motion) 

President’s  Banquet  Tickets  $12.00 

(If  purchased  separately  and  not  part  of  items  1, 
2,  3,  or  4 — Basic  Registration  required  before 
purchase.) 

Nonmember  Registration  — 


Arizona  resident  $25.00 

(No  tickets) 

Nonmember  Registration  — 

Out-of-state  resident  $50.00 

(No  tickets) 


2.  Exemptions.  It  was  determined  that  the  following 
would  be  exempt  from  registration  fees  for  the 
1973  meeting: 

50-Year  Club  Members,  Interns,  Residents,  Mili- 
tary Physicians,  Registered  Nurses,  Medical  and 
Pre-medical  Students,  Members  of  the  Woman’s 
Auxiliary,  Exhibitors,  Press,  and  Guest  Orators. 

3.  Newcomer  Program.  It  was  determined  to  continue 
the  newcomer  program,  but  to  limit  it  to  those 
physicians  who  have  joined  ArMA  after  the  1972 
meeting  (4/29/72). 

I.  Scientific  Exhibits 

It  was  moved  and  carried  to  hold  the  Scientific 
Exhibits  in  the  same  room  as  1972,  (Room  A3) 
but  increase  the  number  of  booths  from  10  to  12. 
It  was  recommended  that  the  Coca  Cola  exhibit  be 
located  in  the  same  room  as  the  Scientific  Ex- 
hibits to  help  stimulate  traffic. 

Mr.  Robinson  was  instructed  to  develop  a new 
Scientific  Exhibit  Application  form  along  the 
lines  of  the  AMA  form. 

J.  Woman’s  Auxiliary  Hobby  Show 

It  was  moved  and  carried  to  provide  four  booths 
in  Room  A3  to  the  Woman’s  Auxiliary  for  their 
Hobby  Show,  should  they  desire  to  continue  this 
activity. 

K.  Commercial  Exhibits 
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1.  Fee 

It  was  moved  and  carried  that  the  Commercial 
Exhibit  fee  be  continued  at  $300. 

2.  Booth  Attendance 

It  was  moved  and  carried  that  the  Booth  Attend- 
ance Program  be  continued  with  a budget  of 
$500.00. 

3.  Recesses 

It  was  determined  to  continue  thirty-minute  re- 
cesses morning  and  afternoon. 

4.  Guests 

It  was  agreed  that  the  exhibitors  would  again  be 
invited  to  attend  the  Steak  Fry  as  our  guests  and 
that  they  would  be  invited  to  attend  other  social 
functions  at  their  own  expense. 

5.  Exhibit  Hall  Hours 

It  was  moved  and  carried  that  the  Exhibit  Hall 
hours  be  as  follows: 

Tuesday  - 1:00  P.M.  to  5:00  P.M. 

Wednesday  — 8:00  A.M.  to  12:00  Noon 
Thursday  - 8:00  A.M.  to  5:00  P.M. 

Friday  - 8:00  A.M.  to  4:00  P.M. 

L.  A.  H.  Robins  Community  Service  Award 

It  was  moved  and  carried  to  continue  this  program 
with  the  following  changes: 

1.  A statement  be  included  in  the  program  about 
the  award  listing  past  recipients. 

2.  That  the  current  winners’  biographic  information 
appear  in  the  program. 

3.  That  it  be  awarded  on  the  individual  physician’s 
total  past  activities,  and  not  just  on  the  previous 
12  months. 

M.  Specialty  Groups 

1.  It  was  moved  and  carried  to  continue  past  policy 
of  limiting  specialty  group  meetings  to  luncheons 
only  on  Tuesday,  Wednesday,  Thursday,  Friday 
and  Saturday,  noting  that  it  would  be  permissible 
to  hold  afternoon  meetings  after  the  House  of 
Delegates  adjourned  on  Saturday. 

2.  Arizona  Ophthalmological  Society 

The  subject  group’s  request  to  hold  their  annual 
meeting  starting  in  the  morning  of  Saturday,  April 
28th,  was  reviewed. 

It  was  determined  to  advise  them  of  the  policy 
decision  set  forth  in  Item.  M-l  above. 

N.  Scientific  Program  — 1973 

Considerable  discussion  ensued  on  the  possible  for- 
mat for  1973,  with  Drs.  Brayton,  Weber,  and  Mr. 
Henrich  contributing  many  suggestions  and  ideas. 
The  request  from  the  Medical  Education  Committee 
for  a panel  on  Continuing  Medical  Education  was 
received. 

It  was  determined  that  Drs.  Brayton,  Weber,  and 
Mr.  Henrich  would  visit  with  the  UCLA  faculty  and 
submit  to  us  a proposal  that  would  include  a series 
of  workshop  sessions  as  well  as  lecture  sessions  gen- 
erally, using  the  following  time  schedule: 


Suggested  Scientific  Program  Schedule 


Time 

Lectures 

Workshop 

s 

Rooms 

Rooms 

A 

B 

C 

D 

E 

UCLA 

UCLA 

UCLA 

9 - 9:30 

1 

2 

9:30  - 10 

3 

4 

1 

2 

3 

10  - 10:30 

5 

6 

10:30  - 11 

Recess 

11  - 11:30 

7 

8 

LOCAL 

UCLA 

UCLA 

11:30  - 12 

9 

10 

4 

5 

6 

12-2 

Luncheon 

2 - 2:30 

11 

12 

ocls 

UCLA  ' 

UCLA 

2:30  - 3 

13 

..  I* 

7 

8 

9 

3 - 3:30 

Recess 

3:30  - 4 

15 

16 

LOCAL 

UCLA 

UCLA 

4 - 4:30 

17 

18 

10 

11 

12 

4:30  - 5 

19 

20 

This  suggested  schedule  could  provide  for  40  lec- 
tures, 20  from  UCLA  and  20  local  papers;  and  24 
workshops  of  which  20  would  be  the  responsibility 
of  UCLA  and  4 the  responsibility  of  ArMA. 

In  addition,  we  would  have  two  breakfast  panels,  to 
be  arranged.  Suggested  topics  for  the  breakfast  pan- 
els were  Continuing  Medical  Education  and  Health 
Maintenance  Organizations  (H.M.O.’s). 

A.M.A.  DELEGATES  REPORTS 

Dr.  Cloud  reported  on  a wide  variety  of  activities  at 
the  June  A.M.A.  meeting.  As  these  actions  have  been 
reported  extensively  in  the  medical  literature,  they  will 
not  be  repeated  here  except  to  state  that  Dr.  Cloud  was 
elected  to  the  Council  on  Constitution  and  Bylaws. 
Members  who  wish  a more  detailed  report  of  the  June 
AMA  meeting  may  contact  the  Association  offices  and 
they  will  be  provided  with  a copy  of  the  summary  of 
the  meeting.  RECEIVED. 

COMMUNICATIONS 

SAMA  letter  8/15/72 

This  letter  requested  assistance  in  getting  medical 
students  to  the  November  meeting  of  the  AMA  in  Cin- 
cinnati. Please  refer  to  action  recorded  under  the  Finance 
Committee  section  of  these  minutes. 

James  L.  Schamadan,  M.D.,  letter  8/22/72 

The  Board  received  for  information  the  subject  setting 
forth  the  facts  regarding  a charge  of  conflict  of  interest. 
RECEIVED. 

OTHER  BUSINESS 

County  Society  Visitations 

Dr.  Standifer  reported  that  he  has  visited  Cochise, 
Coconino,  Gila,  Graham,  Navajo,  Santa  Cruz,  and  Yava- 
pai County  Medical  Societies  so  far.  That  he  has  visits 
to  Maricopa,  Pima,  Pinal  and  Yuma  counties  scheduled, 
with  hopes  to  schedule  meetings  with  Apache  and  Green- 
lee counties  soon. 

Meeting  adjourned  2:21  p.m. 

Edward  Sattenspiel,  M.D. 
Secretary 
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AD  HOC  COMMITTEE  ON  ArMA 
PROGRAM  DEVELOPMENT  AND 
ADMINISTRATIVE  EVALUATION 

Meeting  of  the  Ad  Hoc  Committee  on  ArMA  Pro- 
gram Development  and  Administrative  Evaluation  of  the 
Arizona  Medical  Association,  Inc.,  held  at  810  West 
Bethany  Home  Road,  Phoenix,  Arizona,  on  Saturday, 
September  30,  1972,  convened  at  1:33  p.m.,  W.  Albert 
Brewer,  M.D.,  Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  on  January  29,  1972, 
were  approved  as  distributed. 

INTERN  AND  RESIDENT  MEMBERSHIP 

Effective  January  1,  1972,  interns  and  residents  in 
AMA  approved  training  programs  became  eligible  for 
regular  membership  in  the  American  Medical  Associ- 
ation. In  that  AMA  membership  and  authority  are  chan- 
neled from  the  county  society  through  the  state  associ- 
ation to  the  AMA,  it  is  requested  that  the  county  and 
state  medical  associations  consider  offering  membership 
and  establishing  a mechanism  for  participation  in  policy 
development  to  interns  and  residents.  In  reviewing  the 
current  bylaws  of  this  Association,  it  is  noted  that  in- 
terns and  residents  who  are  participating  in  an  approved 
internship  or  residency  program  in  the  State  of  Arizona 
are  eligible  for  associate  membership  and  shall  have  all 
the  rights  and  privileges  of  active  membership  except 
the  right  to  serve  as  a delegate  or  to  hold  elective  office. 
They  shall  not  be  required  to  pay  dues  nor  entitled  to 
receive  any  publication  of  the  Association,  except  by 
subscription  or  gift. 

It  was  moved  and  carried  to  recommend  to  the  Board 
of  Directors  that  the  Bylaws  Committee  present  a 
resolution  to  the  House  of  Delegates  changing  the 
membership  classification  of  interns  and  residents  of 
AMA  approved  training  programs  and  licensed  or  regis- 
tered with  the  Arizona  State  Board  of  Medical  Exam- 
iners from  Associate  Members  to  Active  Members.  It 


is  further  recommended  that  a dues  of  $10.00  be  assessed 
to  cover  the  cost  of  Arizona  Medicine  and  that  the  Board 
of  Directors  inform  the  constitutent  county  medical  soci- 
eties of  this  proposed  change  in  the  bylaws  so  that 
they  may  consider  changing  their  bylaws  in  the  same 
manner  to  encourage  the  active  participation  of  interns 
and  residents  in  policy  development. 

RESOLUTION  4-72.  NEW  DIVISION  OF 
AMERICAN  MEDICAL  ASSOCIATION 

Resolution  Number  4-72,  adopted  as  amended  by  the 
House  of  Delegates  on  April  29,  1972  to  study  the 
feasibility  of  presenting  to  the  AMA  a resolution  to  form 
a new  division  for  the  purpose  of  negotiating  on  a 
national  and  state  level  with  business,  labor,  and  gov- 
ernment agencies  and  organizations  on  economics  and 
work  rules  affecting  the  medical  profession,  was  received 
for  consideration.  Richard  W.  Switzer,  M.D.,  member 
of  the  Pima  County  Board  of  Directors,  reviewed  the 
background  leading  up  to  the  development  of  this 
resolution  for  the  Committee.  The  Committee  also  re- 
viewed comments  by  letter  from  Ernest  B.  Howard, 
M.D.,  Executive  Vice-President,  AMA.  It  was  also 
noted  that  Virginia  and  Maryland  delegations  presented 
resolutions  to  the  1972  Annual  Meeting  of  AMA  resolv- 
ing that  the  AMA  establish  a study  commission  for  the 
purpose  of  determining  the  most  effective  legal  manner 
in  which  collective  bargaining  and  the  institution  of 
class  actions  on  behalf  of  the  medical  profession  can  be 
undertaken.  The  resolutions  were  referred  to  the  Board 
of  Trustees  for  consideration  by  the  appropriate  coun- 
cils or  committees. 

It  was  detemined  to  delay  recommendation  to  the 
Board  of  Directors  until  after  the  Clinical  Session  of 
AMA  in  November  and  review  the  AMA  proposals  re- 
sulting from  the  Maryland  and  Virginia  resolutions. 

Meeting  adjourned  3:23  p.m,. 

Edward  Sattenspiel,  M.D. 

Secretary 
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Wherever  it  hurts, 
Empirin  Compound  with 
Codeine  usually  provides 
the  relief  needed. 


In  general,  only  pain  so  severe 
that  it  requires  morphine  is 
beyond  the  scope  of 
Empirin  Compound  with  Codeine. 


€ prescribing  convenience: 

up  to  5 refills  in  6 months, 
at  your  discretion  (unless 
restricted  by  state  law);  by 
telephone  order  in  many  states. 


Empirin  Compound  with 
Codeine  No.  3,  codeine 
phosphate*  32.4  mg.  (gr.  V2); 
No.  4,  codeine  phosphate* 
64.8  mg.  (gr.  1). ♦Warning- 
may  be  habit-forming.  Each 
tablet  also  contains.-  aspirin 
gr.  31/2,  phenacetin  gr.  2!/2, 
caffeine  gr.  V2. 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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C CODEINE 

#3,  codeine  phosphate*  (32.4  mg.)  gr.  V2 
#4,  codeine  phosphate*  (64.8  mg.)  gr.  1 


1 dvertisement 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 


“The  history  of  science,  and  in 
particular  the  history  of  medicine . . . is . . . 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


in  treatment 
icomitant  use 


of  two  or  more  drugs? 


13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  product; 
useful  in  treatment  involvinj; 
concomitant  use  of  two  or  more  drugs  * 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
LIniversity  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of.  “typi- 
cal” patients. 

There  is  no  doubt  that 
many  “atypical”  patients 
are  to  he  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihypertensives,  al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  hut  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  dl 
of  money.  I wish  we  co  I 
agree  on  a “grandfafl 
clause”  approach  to  pre^l 
rations  that  have  been  ini^ 
for  a number  of  years  am 
that  have  an  apparent 
satisfactory  track  record 
For  example,  I th 
some  of  the  antibiotic  cc 
binations  that  were  tal 
off  the  market  by  the  FJ 
performed  quite  well.  I 
thinking  particularly 
penicillin  - streptomy 
combinations  that  patie 
— especially  surgical  ] 
tients  — were  given  in  < 
injection.  This  made 
less  discomfort  for  the 
tient,  less  demand  it 
nurses’  time,  and  fevjw 
opportunities  for  dosjiij 
errors.  To  take  sue  a. 
preparation  off  the  marJ 
doesn't  seem  to  he  g(:J 
medicine,  unless  actual 
age  showed  a great  dea  >6' 
harm  from  the  injecti  si 
(rather  than  the  pro:? 
use)  of  the  combination  ft 
The  point  that  shouldfd 
emphasized  is  that  thef 
are  both  rational  and  in- 
tional  combinations.  la 
real  question  is,  who  sho  cgf 
determine  which  is  whi- ? 
Obviously,  the  FDA  m t 
play  a major  role  in  m - 
ing  this  determination,  a 
fact,  I don’t  think  it  <rt( 
avoid  taking  the  ultim  e 
responsibility,  but  it  sho  d( 
enlist  the  help  of  outse 
physicians  and  experts  r»i 
assessing  the  evidence  £ dr 
in  making  the  ultimate  - 
cision. 


One  of  a series 


Advertisement 


Maker  of  Medicine 


YV.  Clarke  Wescoe,  M.D. 
President 

Winthrop  Laboratories 


If  two  medications  are 
sed  effectively  to  treat  a 
?rtain  condition,  and  it  is 
nown  that  they  are  com- 
atible,  it  clearly  is  useful 
;nd  convenient  to  provide 
lem  in  one  dosage  form. 
: would  make  no  sense,  in 
ict  it  would  be  pedantic, 
) insist  they  always  be 
rescribed  separately.  To 
vmid  the  appearance  of 
edantry,  the  “expert”  de- 
•ies  the  combination  be- 
tuse  it  is  a fixed  dosage 
>rm.  When  the  “expert” 
ivokes  the  concept  of  fixed 
?sage  form  he  obscures 
le  fact  that  single-ingre- 
ent  pharmaceutical  prep- 
■ations  are  also  fixed 
|jsage  forms.  By  a singular 
■mantic  exercise  he  im- 
ies  a pejorative  meaning 
the  term  “fixed  dose” 
when  he  uses  it  with 
spect  to  combinations, 
hat  is  ignored  is  the  sim- 
e fact  that  only  in  the 
irest  of  circumstances 
>es  any  physician  attempt 
titrate  an  exact  thera- 
■utic  response  in  his  pa- 
?nt.  It  is  quite  possible 
i at  some  aches  and  pains 
ill  respond  to  500  mg.  of 
pirin  yet  that  fact  does 
|>t  militate  against  the  us- 
||d  dose  being  650  mg. 

The  other  semantic  ploy 
ten  called  into  play  is  to 
sscribe  a combination 
oduct  as  rational  or  irra- 
pnal. 

Take  antibiotic  mixtures, 
e source  of  much  of  the 
liticism  generated  against 


ily 

r 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted  from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising  to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 
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COMMITTEES  1972-73 


ARTICLES  OF  INCORPORATION  & BYLAWS  COMMITTEE: 
Charles  E.  Henderson,  M.D.,  Chairman  (Phoenix);  Arnold 
H.  Dysterheft,  M.D.  (Lakeside);  Paul  B.  Jarrett,  M.D., 
(Phoenix);  William  B.  Steen,  M.D.  (Tucson);  Clarence  E. 
Yount,  Jr.,  M.D.  (Prescott). 

BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Daniel  T. 
Cloud,  M.D.,  Chairman  (Phoenix);  William  N.  Chloupek, 
M.D.  (Phoenix);  Jack  M.  Layton,  M.D.  (Tucson);  R.  Lee 
Foster,  M.D.  (Phoenix);  William  C.  Scott,  M.D.  (Phoenix); 
Cecil  C.  Vaughn,  Jr.,  M.D.  (Phoenix). 

GOVERNMENTAL  SERVICES  COMMITTEE:  Walter  R.  Eicher, 

M. D.,  Chairman  (Chandler);  Clifton  J.  Alexander,  M.D. 
(Tucson);  Stanford  F.  Farnsworth,  M.D.  (Phoenix);  Harold 

N.  Gordon  M.D.  (Phoenix);  Artell  Johnson,  M.D.  (Phoenix); 
Louis  C.  Kossuth,  M.D.  (Phoenix);  Alan  I.  Levenson,  M.D. 
(Tucson);  Dermont  W.  Melick,  M.D.  (Tucson);  William  R. 
Myers,  M.D.  (Phoenix);  A.  J.  Ochsner,  II,  M.D.  (Yuma); 
Dwight  H.  Porter,  Jr.,  M.D.  (Phoenix);  Wallace  A.  Reed, 
M.D.  (Phoenix);  Marvin  C.  Schneider,  M.D.  (Phoenix); 
Samuel  A.  Smith,  M.D.  (Phoenix);  Glen  H.  Walker,  M.D. 
(Coolidge). 

GRIEVANCE  COMMITTEE:  James  L.  Grobe,  M.D.,  Chairman 
(Phoenix);  Walter  Brazie,  M.D.  (Kingman);  Norman  D. 
Duley,  M.D.  (Flagstaff);  Carolyn  Gerster.  M.D.  (Scottsdale); 
Stuart  I.  Holtzman,  M.D.  (Tucson);  William  W.  McKinley, 
Jr.,  M.D.  (Bisbee);  Albert  J.  Ochsner,  II,  M.D.  (Yuma); 
Roland  F.  Schoen,  M.D.  (Casa  Grande). 

HISTORY  & OBITUARIES  COMMITTEE:  John  R.  Green,  M.D., 
Chairman  (Phoenix);  Walter  Brazie,  M.D.  (Kingman);  John 
W.  Kennedy,  M.D.  (Phoenix);  Harold  W.  Kohl,  Sr..  M.D. 
(Tucson);  Abe  I.  Podolsky,  M.D.  (Yuma);  Jay  L.  Sitterley, 
M.D.  (Flagstaff);  MacDonald  Wood,  M.D.  (Phoenix). 

LEGISLATIVE  COMMITTEE:  Richard  O.  Flynn  M.D.,  Chair- 
man (Tempe);  Richard  W.  Abbuhl,  M.D.  (Phoenix);  Richard 
H.  Bruner,  M.D.  (Phoenix);  John  W.  Curtin,  M.D.  (Phoe- 


nix); Kenneth  A.  Dregseth  M.D.  (Sierra  Vista);  Lawrance  N. 
Frazin,  M.D.  (Phoenix);  Donald  F.  Griess,  M.D.  (Tucson); 
Louis  Hirsch,  M.D.  (Tucson);  John  P.  Holbrook,  M.D.  (Tuc- 
son); Terrance  W.  Hull.  M.D.  (Phoenix);  Marion  Jabczenski, 
M.D.  (Phoenix);  Tohn  F.  Kahle,  M.D.  (Flagstaff);  Don  V. 
Langston,  M.D.  (Phoenix);  Meyer  Markovitz,  M.D.  (Phoenix); 
Fred  C.  Merkling,  M.D.  (Phoenix);  Robert  J.  Oliver,  M.D. 
(Tucson);  O.  Melvin  Phillips,  M.D.  (Scottsdale);  Wilfred  M. 
Potter  M.D.  (Scottsdale);  James  L.  Schamadan,  M.D.  (Phoe- 
nix); Raymond  Vaaler,  M.D.  (Phoenix);  Dermis  Weiland, 
M.D.  (Scottsdale);  W.  Curtis  Wilcox,  M.D.  (Tucson). 

MEDICAL  ECONOMICS  COMMITTEE:  Richard  S.  Armstrong, 
M.D.,  Chairman  (Tucson);  Francis  J.  Bean,  M.D.  (Tucson); 
Charles  M.  Bergschneider,  M.D.  (Scottsdale);  B.  Robert 
Burkhardt  M.D.  (Tucson);  Ian  M.  Chesser,  M.D.  (Tucson); 
Charles  F.  Dalton,  M.D.  (Phoenix);  Wilbur  D.  Dice,  M.D. 
(Tucson):  Kenneth  Dregseth,  M.D.  (Sierra  Vista);  Charles  H. 
Finney,  M.D.  (Phoenix);  William  B.  Helme.  M.D.  (Phoenix); 
Howard  N.  Kandall,  M.D.  (Phoenix);  Gerold  Kaplan,  M.D. 
(Phoenix);  Patrick  P.  Moraca,  M.D.  (Phoenix);  Robert  Pur- 
pura. M.D.  (Tucson);  Wallace  A.  Reed,  M.D.  (Phoenix); 
Roger  E.  Wilcox.  M.D.  (Phoenix). 

MEDICAL  EDUCATION  COMMITTEE:  Robert  E.  T.  Stark 
M.D.,  Chairman  (Phoenix);  Lawrence  M.  Bailey,  M.D. 
(Globe);  Willis  H.  Bower,  M.D.  (Phoenix);  Melvin  L.  Cohen, 
M.D.  (Phoenix);  Raymond  J.  Jennett,  M.D.  (Phoenix); 
Richard  B.  Johns.  M.D.  (Payson);  Jack  M.  Layton,  M.D. 
(Tucson);  Dermont  W.  Melick,  M.D.  (Tucson);  William 

F.  Sheeley,  M.D.  (Phoenix);  David  D.  Smith  M.D.  (Flag- 
staff); David  C.  H.  Sun.  M.D.  (Phoenix);  Ashton  B.  Taylor, 
M.D.  (Phoenix';  Ce^il  C.  Vaughn,  M.D.  (Phoenix);  Albert 

G.  Wagner,  M.D.  (Phoenix). 

OCCUPATIONAL  HEALTH  COMMITTEE:  Joseph  M.  Hughes, 
M.D.,  Chairman  (Phoenix);  Floyd  K.  Berk,  M.D.  (Tucson); 
Allen  I.  Cohen  M.D.  (Phoenix);  Sheldon  Davidson,  M.D. 
(Phoenix);  N.  A.  Ehrmann,  M.D.  (Kearny);  Robert  B.  Leon- 
ard, M.D.  (Phoenix);  Alfred  F.  Miller.  M.D.  (Phoenix); 
Kent  L.  Pomeroy,  M.D.  (Phoen-x);  Florian  P.  Rabe  M.D. 
(Scottsdale);  Eugene  J.  Ryan,  M.D.  (Phoenix);  Sidney  L. 
Stovall  M.D.  (Phoenix);  William  C.  Trier,  M.D.  (Tucson); 
Maier  I.  Tuchler,  M.D.  (Phoenix). 
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MEMBERS  ARE  URGED  TO  BRING  MATTERS  OF  INTEREST  AND  CONCERN  TO  THE 
CHAIRMEN  OF  THE  APPROPRIATE  COMMITTEE  OR  TO  THE  ATTENTION  OF  ANY 
MEMBER  OF  THE  BOARD  OF  DIRECTORS. 

AN  INVOLVED  MEMBERSHIP  IS  THE  BASIS  FOR  AN  EFFECTIVE  ASSOCIATION. 


PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Donald  K. 
Buffmire,  M.D.  Chairman  (Phoenix);  Harry  C.  Smith,  M.D. 
(Douglas);  George  H.  Mertz,  M.D.  (Phoenix);  Jack  I.  Mow- 
rey,  M.D.  (McNary);  James  T.  O'Neil,  M.D.  (Casa  Grande); 
John  R.  Schwartzmann,  M.D.  (Tucson). 

PROFESSIONAL  COMMITTEE:  Albert  G.  Wagner,  M.D.,  Chair- 
man (Phoenix);  Robert  J.  Antos,  M.D.  (Phoenix);  Charles  D. 
Connor,  M.D.  (Phoenix);  Robert  I.  Cutes,  M.D.  (Tucson); 
Robert  S.  Ganelin,  M.D.  (Phoenix);  Joseph  W.  Hanss,  M.D. 
(Phoenix);  George  T.  Hoffmann,  M.D.  (Phoenix);  Harold  W. 
Kohl,  Jr.,  M.D.  (Tucson);  Laurence  M.  Linkner,  M.D.  (Phoe- 
nix); William  G.  Payne,  M.D.  (Tempe);  Hermann  S.  Rhu, 
Jr.,  M.D.  (Tucson);  Donald  F.  Schaller,  M.D.  (Phoenix); 
George  A.  Spendlove,  M.D.  (Phoenix);  Neil  O.  Ward,  M.D. 
(Phoenix). 

PUBLIC  RELATIONS  COMMITTEE:  Morton  S.  Thomas,  III, 
M.D.,  Chairman  (Wickenburg);  Robert  W.  Brazie,  M.D. 
(Scottsdale);  Donald  E.  Clark,  M.D.  (Tucson);  Richard  L. 
Jones,  M.D.  (Tempe);  Don  V.  Langston,  M.D.  (Phoenix); 
Charles  M.  Lofdahl,  M.D.  (Phoenix);  William  W.  McKinley, 
Jr.,  M.D.  (Bisbee);  William  C.  Scott,  M.D.  (Tucson);  Selma 
E.  Targovnick,  M.D.  (Phoenix);  Jack  H.  Wilson,  M.D. 
(Phoenix). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Wilfred  M.  Potter, 

M.D.,  Chairman  (Scottsdale);  William  E.  Bishop,  M.D. 
(Globe);  W.  Scott  Chisholm,  Jr.,  M.D.  (Phoenix);  William  G. 
Payne,  M.D.  (Tempe);  Milton  S.  Dworin,  M.D.  (Tucson); 
Vincent  A.  Fulginiti,  M.D.  (Tucson);  T.  Richard  Gregory, 
M.D.  (Phoenix);  Thomas  F.  Hartley,  M.D.  (Scottsdale); 
Thomas  Henry,  M.D.  (Flagstaff);  James  M.  Hurley,  M.D. 
(Phoenix);  Mark  M.  Kartchner,  M.D.  (Tucson);  Eugene  Leib- 
sohn,  M.D.  (Phoenix);  Philip  Levy,  M.D.  (Phoenix);  J.  Frank 
Martin,  M.D.  (Yuma);  John  E.  Oakley,  M.D.  (Prescott); 
Neopito  L.  Robles,  M.D.  (Tucson);  W.  David  Rummel,  M.D. 
(Prescott);  W.  A.  Susong,  M.D.  (Phoenix);  Luis  S.  Tan,  M.D. 
(Phoenix);  Oscar  A.  Thorup,  Jr.,  M.D.  (Tucson);  Joseph  C. 
White,  Jr.,  M.D.  (Phoenix);  J.  Garland  Wood,  Jr.,  M.D. 
(Flagstaff);  Donald  Ziehm,  M.D.  (Phoenix). 


COUNTY  MEDICAL  SOCIETY  OFFICERS,  1972-73 

APACHE:  Jack  I.  Mowrey,  M.D.,  President,  P.O.  Box  887,  Lake- 
side, 85929;  Arnold  H.  Dysterheft,  M.D.,  Secretary,  P.O. 
Box  887,  Lakeside  85029. 

COCHISE:  John  Blaisdell,  M.D.,  President,  Box  1674,  Sierra 
Vista  85635;  Edward  H.  Vogel,  M.D.,  Secretary,  11  N. 
Canyon  Dr.,  Sierra  Vista  85635. 

COCONINO:  John  W.  Vosskuhler,  M.D.,  President,  1355  N. 
Beaver,  Flagstaff  86001;  William  J.  Austin,  M.D.,  Secre- 
tary, 1355  N.  Beaver,  Flagstaff  86001. 

GILA:  David  B.  Gilbert,  M.D.,  President,  Physician’s  & Surgeons 
Clinic,  Payson  85541;  Thomas  B.  Jarvis,  M.D.,  703  Ash 
Street,  Globe  85501. 

GRAHAM:  Bruce  N.  Curtis,  M.D.,  President,  618  Central,  Saf- 
ford  85546;  Dennis  C.  Hess,  M.D.,  503-5th  Avenue,  Saf- 
ford  85546. 

GREENLEE:  Lynn  Hilbun,  M.D.,  President,  Rt.  1,  Box  314, 
Morenci  88540;  J.  Deibert  Miller,  M.D.,  Secretary,  Morenci 
Hospital,  Morenci  85540. 

MARICOPA:  Patrick  P.  Moraca,  M.D.,  President;  Max  L.  Wertz, 
M.D.,  Secretary. 

(Society  address:  2025  North  Central  Avenue,  Phoenix  85004) 
MOHAVE:  Eugene  Rounseville,  M.D.,  President,  Mohave  General 
Hospital,  Kingman  86401;  Earl  Gilbert,  M.D.,  Secretary, 
Mohave  Co.  General  Hospital,  Kingman  86401. 

NAVAJO:  Howard  L.  Roberts,  Jr.,  M.D.,  President,  Box  AC, 
Snowflake  85037;  William  R.  Engvall,  M.D.,  Secretary, 
1500  Williamson  Ave.,  Winslow  86047. 

PIMA:  Richard  L.  Dexter,  M.D.,  President;  George  W.  King, 
M.D.,  Secretary. 

(Society  Address:  2555  East  Adams  Street,  Tucson) 

PINAL:  Robert  P.  Brower,  M.D.,  President,  San  Manuel  Hos- 
pital, San  Manuel,  85631;  James  M.  Wagoner,  M.D.,  Secre- 
tary, 1023  E.  Florence  Blvd.,  Casa  Grande  85222. 

SANTA  CRUZ:  Zenas  B.  Noon,  M.D.,  President,  Gebler  Bldg., 
Nogales  85621;  Charles  S.  Smith,  M.D.,  Secretary,  P.O.  Box 
1382,  Nogales  85621. 

YAVAPAI:  Dallas  C.  Allred,  M.D.,  President,  120  Grove  Ave., 
Prescott  86301;  J.  B.  McNally,  M.D.,  Secretary,  434  West 
Gurley,  Prescott  86301. 

YUMA:  H.  D.  Bryan,  M.D.,  President,  2244  S.  Avenue  A.,  Yuma 
85364;  Henry  R.  Meyer,  M.D.,  Secretary,  601  S.  5th  Ave., 
Yuma  85364. 


WOMAN’S  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION  1972-73 

PRESIDENT  Mrs.  Charles  I.  Fisher  (Peggy) 

352  West  Berridge  Lane,  Phoenix  85013 

PRESIDENT-ELECT  Mrs.  Thomas  Jarvis  (Barbara) 

1266  Skyline  Drive,  Globe  85501 

1st  VICE-PRESIDENT  Mrs.  Albert  J.  Ochsner  II  (Jo) 

630  East  26th  Place,  Yuma  85364 

2nd  VICE-PRESIDENT  Mrs.  Raymond  Vaaler  (Ann) 

3624  North  54th  Court,  Phoenix  85018 

RECORDING  SECY  Mrs.  Warren  S.  Williams  (Pete) 

Route  5,  Box  893,  Tucson  85718 

TREASURER  Mrs.  Robert  Hancock  (Elvera) 

1004  West  Palo  Verde  Drive,  Phoenix  85013 

DIRECTOR:  1971-73  Mrs.  Carl  Shrader,  Jr.  (Ginny) 

1615  Aztec,.  Flagstaff  86001 

DIRECTOR:  1972-73  Mrs.  Charles  Henderson  (Nancy) 

5948  North  14th  Place,  Phoenix  85014 

DIRECTOR:  1972-74  Mrs.  Howard  Kimball  (Ella) 

414  West  Northview  Avenue,  Phoenix  85021 

CHAPLAIN  Mrs.  James  Fuzzell  (Beverly) 

615  West  Lawrence  Road,  Phoenix  85013 

CORRESPONDING  SECY  Mrs.  Thomas  Edwards  (Dottie) 

7033  N.  13th  Street,  Phoenix  85020 

HISTORIAN  Mrs.  Melvin  Phillips  (Jean) 

111  West  Palmdale,  Tempe  85281 

PARLIAMENTARIAN  Mrs.  W.  Scott  Chisholm  (Jeanne) 

613  East  Vista  Avenue,  Phoenix  85020 


COUNTY  AUXILIARY  PRESIDENTS 

Coconino:  Mrs.  William  Austin  (Aliene) 

496  Philomeno,  Flagstaff  86001 
Gila:  Mrs.  Lawrence  Bailey  (Mary  Ann) 

703  Oak,  Globe  85501 
Maricopa:  Mrs.  William  Robey  (Barbara) 

Box  597,  Litchfield  Park  85340 
Pima:  Mrs.  Ruben  Acosta  (Mary) 

85  Sierra  Vista  Drive,  Tucson  85719 
Yavapai:  Mrs.  Ben  Whitman  (Alberta) 

Box  22,  VA  Center,  Prescott  86301 
Yuma:  Mrs.  William  Phillips  (Helen) 

633  8th  Avenue,  Yuma  85364 

CHAIRMAN  OF  STANDING  AND  SPECIAL  COMMITTEES 
1972-73 


AMA-ERF  Mrs.  William  Bishop  (Marion) 

211  South  Third,  Globe  85501 

BYLAWS  Mrs.  Lawrence  Bailey  (Mary  Ann) 

703  Oak,  Globe  85501 


COMMUNITY  HEALTH  EDUC Mrs.  Fred  Jensen  (Alice) 

310  East  McLellan  Road,  Phoenix  85012 
COMMUNITY  HEALTH  SERV.  . .Mrs.  Thomas  Hartley  (Martha) 
5600  East  Indian  Bend,  Scottsdale  85253 

CONVENTION  Mrs.  Ray  Fife  (Ruth) 

6315  North  20th  Street,  Phoenix  85016 

FINANCE  Mrs.  Albert  Wagner  (Helen) 

3216  E.  Meadowbrook  Avenue,  Phoenix  85018 

GEMS  Mrs.  Jerry  Wetherell  (Helen) 

7029  North  2nd  Drive,  Phoenix  85021 

HAMER  EDUC.  LOAN  FUND Mrs.  Alvin  Swenson  (Vicki) 

5250  Bartlett  Circle,  Phoenix  85016 

HEALTH  CAREERS  Mrs.  Dennis  E.  Weiland  (Jeanne) 

5826  N.  Monte  Vista  Drive,  Soottsdale  85253 

HOSTESS  Mrs.  Lewis  Winter  (Jean) 

1714  East  Rose  Lane,  Phoenix  85016 

INTERNATIONAL  HEALTH  Mrs,  Luis  Tan  (Mary  Jo) 

3510  East  Nita  Road,  Paradise  Valley  85253 

LEGISLATION  Mrs.  Thomas  Taber,  Sr.  (Dorothy) 

1919  East  Rovey  Circle,  Phoenix  85016 

TEMPE,  MESA,  CHANDLER  LIAISON  

Mrs.  John  Hanigsberg  (Barbara) 
1610  East  Donner  Street,  Tempe  85282 
ORGANIZATION  & MEMBERSHIP.  . . .Mrs.  Albert  Ochsner  (Jo) 
630  East  26th  Place,  Yuma  85364 
PROCEDURES  & GUIDELINES . . Mrs.  Robert  Price  (Dorothy) 
163  West  Myrtle  Avenue,  Phoenix  85021 

PROGRAM  Mrs.  Raymond  Vaaler  (Ann) 

3624  North  54th  Court,  Phoenix  85018 

PUBLICATIONS  Mrs.  Robert  McCarver  (Betty) 

6530  North  61st  Street,  Paradise  Valley  85253 

PUBLIC  RELATIONS  Mrs.  James  Grobe  (June) 

136  East  Desert  Park  Lane,  Phoenix  85013 

REPORTS  Mrs.  Charles  Kalil  (Ylma) 

1300  East  Missouri  Avenue,  Phoenix  85014 

WASAMA  Mrs.  John  Hayes  (Shirlee) 

717  West  El  Camino,  Phoenix  85021 


ARIZONA  MEDICINE  88] 


When  your  diagnosis  is  seborrheic 
dermatitis  of  the  scalp,  the  classic  drug 
for  controlling  scaling  and  itching 
is  Selsun 


(SELENIUM  SULFIDE  LOTION) 


Precautions  and  side  effects:  Keep  out  of  the  eyes,  burning  or 
irritation  may  result.  Avoid  application  to  inflamed  scalp  or 
open  lesions.  Occasional  sensitization  may  occur.  Rinse  well. 

Contains:  Selenium  sulfide,  2 V2  % , w/v  in  aqueous  suspension: 
also  contains:  bentonite,  alkyl  aryl  sulfonate,  sodium  phos- 
phate, glyceryl  monoricinoleate,  citric  acid  and  perfume. 


Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 


When  it’s  mandatory  to  keep  the  post- 
coronary  patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  b.  i.  d.  to  q.  i.  d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 

Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 


VallUm  (diazepam) 


For  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  ten- 
sion, anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  symp- 
tomatic relief  of  acute  agitation,  tremor, 
delirium,  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 

(months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 
increase  in  frequency  and/or  severity  of 
, grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 
^medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to  2 Y2 
mg,  1 or  2 times  daily  initially,  increasing 
as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2V2  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of 
100  and  500.  All  strengths  also  available 
in  Tel-E-Dose®  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley.  N.J.  07110 


SOMETHING 

BETTER 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROGRAM 


The  Arizona  Medical  Association  has 
taken  an  important  step  toward 
something  better:  a Professional  Liability 
Insurance  Program  designed  especially 
for  its  members  by  The  T ravelers 
Insurance  Companies. 

With  the  Association-sponsored 
Program,  you  get  better  coverage, 
better  limits,  better  cost,  better  claim 
settlement  cooperation,  and  better 
market  stability. 

Your  membership  in  the  Association 
entitles  you  to  better  benefits.  Take 
advantage  of  the  opportunities  your 
membership  offers.  Contact  one  of  these 
official  representatives  nearest  you  for 
full  details: 


Phoenix  and  Northern  Arizona 

Burns-Harrelson-Burns 
5045  North  12th  Street 
Phoenix  85014 
Phone  266-441 1 


Tucson  and  Southern  Arizona 

Patzman-Allen-Lamb  & Associates 
3964  East  Pima 
Tucson  85712 
Phone  327-5981 

Do  it  today! 


TRAVELERS  Insurance  Companies 

HARTFORD.  CONNECTICUT 


The 





Eugene  R.  Aimer,  M.D. 

Otto  L.  Bendheim,  M.D. 

Paul  M.  Bindelglas,  M.D. 

T.  Richard  Gregory,  M.D. 
Jacob  D.  Hoogerbeets,  M.D. 
Thomas  F.  Kruehek,  M.D. 
Harold  E.  McNeely,  Ph.D. 
Fred  C.  Merkling,  M.D. 
Sanford  H.  Meyers,  M.D. 
George  A.  Peabody,  M.D. 
Stanford  E.  Perlman,  Ph.D. 
George  G.  Saravia,  M.D. 
Jerome  F.  Szymanski,  M.D. 
Floyd  L.  Templeton,  M.D. 


era!  psychiatry  and  neurology 

' f|  v ||ir 

c h i/d  p sych  iatry 
psych 

clinical  psychology 

and  family  counselling 


5051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
955-6200 


Medical  Center  OC-^ai/  and  Clinical  Xaberatertf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY 
PORTABLE  X-RAY  AND  E.K.G.  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 
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Duke  R.  Gaskins,  M.D. 
Medical  Director 


Carl  T.  Kirchmaier,  M.D. 
Associate  Medical  Director 


LIFE- ACCIDENT-HEALTH 


servi  ng 
t he  west 
since  1 94  4 


Ary\ 

THEjHBisklFE 

INSURANCE  COMPANY 

Home  Office:  1337  North  First  Stv  Phoenix 
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To  bill  a patient  or  check  an  account, 
all  you  have  to  do  is  open  your  mouth. 


No  more  ledgers  to  keep.  No  more 
bills  or  statements  to  type.  Now  all  you 
have  to  do  to  do  the  billing  is  open 
your  mouth. 

It's  a foolproof  medical  billing  sys- 
tem called  VOICE.  Valley  Bank’s  On- 
Line  Information  Center.  And  here’s 
how  it  works. 

Using  your  touch-tone  telephone,  you  call  in  daily 
or  weekly  billing  information.  Then  the  information 
is  read  back  to  you  as  a double-check.  That's  it. 


The  bills  are  prepared  and  sent  out 
without  you  lifting  a finger. 

Forget  about  mistakes.  With  VOICE 
doing  all  the  computations  as  well  as 
helping  you  double-check  billing  infor- 
mation, there  just  isn’t  very  much  possi- 
bility for  error. 

We’ll  be  delighted  to  demonstrate 
VOICE  right  in  your  office.  Just  call  261-1665 
in  Phoenix  or  792-7370  in  Tucson.  And  ask  for 
VOICE. 


Valley  Bank 

Business  Systems  Division 


REHABILITATION  MEDICINE 

Expand  your  past  experience  and  medical 
talents  in  a long  established  but  recently  ma- 
tured full  time  specialty.  A three  year  approv- 
ed Physical  Medicine  and  Rehabilitation  Resi- 
dency in  a large  progressive  modern  Rehabili- 
tation Institute  with  bed  and  out  patient  serv- 
ices under  the  supervision  of  eight  full  time 
rehabilitation  physicians  is  offered. 

One  Year  of  credit  towards  the  3 year  resi- 
dency requirement  can  often  be  obtained  for 
prior  training  or  4 years  of  general  practice. 
Excellent  paramedical  team.  Advance  train- 
ing available  in  regional  spinal  cord  injury 
system.  Emphasis  is  on  rehabilitation  aspects 
in  the  care  of  disabled  persons,  utilizing  a full 
professional  team. 

Good  stipends  available.  If  further  interested. 
Contact:  John  B.  Fenger,  M.D.,  Training  Direc- 
tor; Institute  of  Rehabilitation  Medicine,  Good 
Samaritan  Hospital,  P.  O.  Box  2989,  Phoenix, 
AZ  85036. 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$6.50  per  volume,  including  name  imprint. 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 

ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 
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*TtOM,  INC. 

H interest  include: 

[ PROTECTION 
E TOR  WIVES 
(OVERHEAD  EXPENSE 
I PROGRAM 
jttM  PLAN 


MEDICAL 

INC. 


[rest  include: 

Ltection 

L WIVES 
■head  EXPENSE 
Basement 

■KRAM 


Never  before 

so  much  for  so  little. 

You  couldn’t  get  insurance  coverage  this  extensive  on  your  own. 
And,  even  if  you  could,  you  couldn’t  get  it  for  so  little. 

These  6 plans  were  specially  created  for  the  medical  profession 
under  the  auspices  of  the  Arizona  Medical  Association  as  a 
unique  membership  service. 

Rates  are  extremely  low  because  of  group 
economies.  Claim  processing  is  simple  and 
fast  because  all  plans  are  under  a single 
administrator. 

So  why  settle  for  less  coverage  when  you  can 
get  so  much  for  so  little. 

For  more  information,  contact: 

CHARLES  A.  de  LEEUW  AND  ASSOC.  Phoenix,  Arizona  85012 
3424  North  Central  Avenue  Phone:  248-8500 


We  started  with  a resort! 


So  patients  have  everything  they  need.  Quiet.  Serenity.  Swimming 
and  relaxing  under  year  ’round  sunshine.  In  the  Valley  of  the  Sun,  one 
of  the  finest  resort  areas. 


The  private  practice  psychiatrist  has  everything  he  needs,  too. 

Including  a highly  competent  psychiatric  team  to  render 
personalized  care  to  his  patient.  Nursing  and  therapy  staffing, 
one  to  one.  Experience  in  treating  the  entire  spectrum  of  mental 
disorders,  including  specific  programs  for  the  young  adult,  the 
alcoholic  patient  and  the  drug  abuser. 

2aipelback  Hospital 

\n  instrument  for  healing ” 5055  North  34th  Street,  Phoenix,  Arizona  85018  • (602)  955-6200 


Classified 


you  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  not  have  it 
laminated? 


it  will  last  a lifetime. 
THE  Bi»  » 


Wood  plaques  — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE* 
SCOTTSDALE,  ARIZONA  85251* 
(602)  945-9338 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


Medical  Transcription 
For  Physicians  and 
Hospitals 


MULLEN  MEDICAL  SERVICE 

4445  North  36th  Street 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1 702 
100  W.  Clarendon  — Phoenix 
Telephone  263-8526 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


LOCUM  TENENS 

Physician  available  for  locum  tenens,  in  gen- 
eral or  internal  medicine.  Contact  Box  15, 
Arizona  Medical  Association,  810  W.  Bethany 
Home  Rd.,  Phoenix,  AZ  85013  or  telephone 
948-0437. 


POSITION  WANTED 

Mature  Board  Certified  general  surgeon  de- 
sires opportunity  in  smaller  community  in 
Arizona.  Married  with  family;  willing  to  do 
limited  GP;  available  for  personal  interview 
for  mutual  evaluation.  Reply  Box  #2,  Arizona 
Medical  Association,  810  West  Bethany  Home 
Road,  Phoenix,  AZ  85013. 
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SEEKING  LOCATION 

OBG  certified,  34,  married  4 children,  no  mili- 
tary obligation;  FACOG,  5 years  residency  plus 
4 years  on  full-time  university  teaching  staff. 
Chief  Family  Planning  Project,  experienced  in 
all  aspects  of  F.P.  including  terminations  of 
pregnancy  and  laparoscopic  tubals  interested 
in  starting  or  directing  a comprehensive  Family 
Planning  Unit  of  OG-GYN  dept.  — teaching 
responsibility  is  a plus.  Write  Box  13,  Arizona 
Medical  Association,  810  W.  Bethany  Home 
Rd.,  Phoenix,  AZ  85013. 


Pharmacy  Directory 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


SUBLEASE  OFFICE 

Sublease  office,  688  square  feet  Lakeview 
Medical  Arts  Building,  Sun  City.  Call  977-4253 
for  details. 


PHYSICIANS  NEEDED 

Sedona,  Arizona,  is  in  need  of  a General 
Practitioner  and  Internist.  New  medical  build- 
ing available  8,000  sq.  ft.,  with  x-ray  and 
laboratory  facilities.  Arrangements  are  flexible 
and  discussion  is  welcome  for  additional  in- 
formation and  interview  appointment  contact: 
Roland  W.  Wilpitz,  Administrator,  Marcus  J. 
Lawrence  Memorial  Hospital,  P.  O.  Box  548, 
Cottonwood,  AZ  86326.  (602)  634-2251. 


SUITE  AVAILABLE 

Medical  Suite  available  after  November  first, 
at  3440  West  Cactus  Road.  Sink  and  cabinets 
in,  lead  lined  x-ray  room  and  small  lab,  ap- 
proximately 1200  sq.  ft.  Phone:  942-2880. 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


SUce  rw 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 
THE  USS*  STORE 


2303  N.  7th  ST. 

DON  BRISCOE  - PHARMACIST 
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Future 

Medical  Meetings 


A 


RECENT  ADVANCES  IN  CLINICAL  AND 
LABORATORY  DIAGNOSIS 

November  25-26,  1972 
University  of  Arizona,  College  of  Medicine 
Tucson,  Arizona 

SPONSOR:  Arizona  Chapter,  American  Academy  of  Pediatrics 

CONTACT 

Gilbert  M.  Burkel,  M.D. 

Pima  County  Pediatric  Society 
1 16  N.  Tucson  Blvd. 

Tucson,  AZ  85716 

Approved  for  9 required  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


WORLD  FEDERATION  FOR  MENTAL  HEALTH 
SYMPOSIUM  - "CULTURALLY  & LINGUISTICALLY 
HANDICAPPED  CHILDREN" 

November  26-29,  1972 
Pioneer  International  Hotel,  Tucson,  Arizona 

SPONSOR:  World  Federation  for  Mental  Health 

CONTACT 

John  C.  Duffy,  M.D. 

1415  N.  Fremont  Avenue 
Tucson,  Arizona 

Approved  for  14  elective  hours  toward  the  ArMA  Certificate  in 
Continuing  Medical  Education. 


ALCOHOLISM  CONTROL  PARTS  II  and  III 

NOVEMBER  30,  DECEMBER  1,  2,  3,  1972 
- PART  II 

JANUARY  11,  12,  3,  1972  -PART  III 
PART  II  Holiday  Inn  (Airport) 

Part  III  — Rodeway  Inn,  24th  & Buckeye 
Phoenix,  Arizona 

SPONSOR:  Arizona  Regional  Medical  Program 

CONTACT: 

Betty  R.  Ord,  Chairman 

APHA  Committee  on  Continuing  Education 

Arizona  Regional  Medical  Program 

4400  E.  Broadway,  Suite  606 

Tucson,  AZ  8571 1 

Each  session  approved  for  20  required  hours  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


ARRHYTHMIAS  AFTER  CARDIAC  INFRACTION 

November  28,  1972 
Marcus  J.  Lawrence  Hospital 
Cottonwood,  Arizona 

SPONSOR:  Arizona  Regional  Medical  Program 

CONTACT: 

Dermont  W.  Melick,  M.D. 

Arizona  Regional  Medical  Program 
5725  E.  5th  Street 
Tucson,  AZ  8571  1 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


THIRD  ANNUAL  PHOENIX 
CHEST  DISEASE  SYMPOSIUM 

December  1-2,  1972 
Mountain  Shadows,  Scottsdale,  AZ 

SPONSOR:  St.  Luke's  Hospital  Medical  Center 

CONTACT: 

Preston  F.  Smith,  M.D.,  Program  Dir. 

St.  Luke's  Hospital 
525  North  18th  Street 
Phoenix,  AZ 

Approved  for  10  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SECOND  ANNUAL  SEMINAR  ON 
THE  MANAGEMENT  OF  ARTHRITIS 

December  2,  1 972 
Arizona  Medical  Center 
5th  Floor  Auditorium 
Tucson,  Arizona 

SPONSOR:  Southwest  Chapters  of  the  Arthritis  Foundation  and 
the  University  of  Arizona  School  of  Medicine 

CONTACT: 

Warren  Benson 
Arthritis  Foundation 
3833  E.  Second  St. 

Tucson,  AZ 

Approved  for  6 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


NEW  HORIZONS  IN 
ENVIRONMENTAL  BIOLOGY 

December  11,  12,  13,  1 972 
Rodeway  Inn,  Phoenix,  AZ 

SPONSOR:  Arizona  Public  Health  Association 
Arizona  Regional  Medical  Program 

CONTACT: 

Betty  R.  Ord,  Chairman 
Arizona  Regional  Medical  Program 
5725  E.  5th  Street 
Tucson,  AZ  8571 1 

Approved  for  20  elective  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 
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FIRST  ANNUAL  SURGICAL  SYMPOSIUM 

January  14-19,  1973 
Camelback  Inn,  Scottsdale,  AZ 

SPONSOR:  Phoenix  Surgical  Society, 

Tucson  Surgical  Society, 

College  of  Medicine,  Univ.  of  Arizona 

CONTACT: 

Darrell  Minnig,  M.D.,  Program  Dir. 

2021  North  Central  Ave. 

Phoenix,  AZ  85004 

Approved  for  28  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SYMPOSIUM  ON  CANCER 

February  9-10,  1 973 
Sheraton-Pueblo  Inn 
Tucson,  AZ 

SPONSOR:  Arizona  Chapter,  American  College  of  Surgeons  and 
Arizona  Society  of  Anesthesiologists 

CONTACT: 

Peter  J.  Whitney,  M.D. 

Craycroft  Medical  Center 
Craycroft  & 2nd  Street 
Tucson,  AZ  8571 1 

Approved  for  10  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


EKG  INTERPRETATION 

January  1 5,  1 973 

Six  Monday  evenings  for  two  hours 
Tucson  Medical  Center 
North  Wing  Conference  Room 
Tucson,  AZ 

SPONSOR:  Southern  Arizona  Chapter  of 
Arizona  Academy  of  Family  Practice 

CONTACT: 

C.  James  De  Sando,  M.D.,  Program  Dir. 

601  North  Wilmot  Road 
Tucson,  AZ  85716 

Approved  for  24  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


16th  ANNUAL  CARDIAC  SYMPOSIUM 

January  19-20,  1973 
Mountain  Shadows,  Scottsdale,  AZ 

SPONSOR:  Arizona  Heart  Association 

CONTACT: 

Edward  Waldmann,  M.D. 
c/o  Arizona  Heart  Association 
1720  East  McDowell  Road 
Phoenix,  AZ  85006 

Approved  for  12  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SOUTHWESTERN  SEMINAR  ON 
NEUROMUSCULAR  DISEASES 

February  16-17,  1973 
University  Hospital,  Main  Auditorium 
Tucson,  AZ 

SPONSOR:  University  of  Arizona  College  of  Medicine 

CONTACT: 

Lawrence  Z.  Stern,  M.D. 

Dept,  of  Neurology 
Arizona  Medical  Center 
Tucson,  AZ  85724 

Approved  for  10  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ARIZONA  MEDICINE 


893 


IT'S  TIME  TO  PLAN  YOUR  SCIENTIFIC  EXHIBIT  FOR  THE  1973 
ANNUAL  MEETING  OF  THE  ARIZONA  MEDICAL  ASSOCIATION 


SCHEDULED  FOR  APRIL  24-27,  1973 
HERE  ARE  THE  REGULATIONS 

IF  YOU  ARE  INTERESTED  CALL  OR  WRITE  THE  ASSOCIATION 
OFFICES  FOR  AN  OFFICIAL  APPLICATION  FORM 


1.  DEADLINE  FOR  APPLICATIONS:  All  applications  for  space  in  the  Scien- 
tific Exhibit  must  be  filed  with  the  Chairman,  Scientific  Assembly  Committee, 
Arizona  Medical  Association,  810  W.  Bethany  Home  Rd.,  Phoenix  AZ  85013, 
before  December  1,  1972.  Applications  will  be  acted  on  by  the  Scientific 
Assembly  Committee  and  notifications  of  the  action  will  be  mailed  as  soon 
as  possible. 

2.  APPLICATIONS  FOR  SPACE:  All  questions  must  be  completely  answered 
by  the  exhibitor  or  application  will  be  returned.  Particular  attention  should 
be  paid  to  question  #3  (description  of  content)  since  the  committee  will  base 
its  decision  on  the  information  supplied.  Give  supporting  information  for  the 
study  in  terms  of  source,  method  and  conclusions. 

3.  TIME:  The  Scientific  Exhibit  will  open  at  100  p.m.  on  Tuesday,  April  24  and 
will  close  at  12  noon  on  Friday,  April  27.  The  hall  will  be  open  on  the 
intervening  days  from  8 00  a.m.  to  5 00  p.m.  with  the  exception  of  Wednesday, 
April  25  when  the  hall  closes  at  12  noon. 

4.  INSTALLATION  AND  DISMANTLING:  Installation  of  exhibits  may  begin 
Monday,  April  23  after  12  noon  and  must  be  completed  by  12  noon  on  Tuesday, 
April  24.  Exhibits  must  be  removed  immediately  after  12  noon  on  Friday, 
April  27. 

5.  COST:  The  Association  provides  free  of  charge  a booth  & deep  and  10’  wide. 
(Two  booths  may  be  used  if  exhibit  is  larger.  Please  indicate  on  the  application 
if  more  than  one  space  is  required.)  The  exhibitor  must  pay  the  cost  of 
installing  the  exhibit,  tables  and  chairs,  and  any  special  construction  or 
electrical  requirements. 

6.  AWARD:  The  outstanding  Scientific  Exhibit  award  will  be  presented  for 
the  exhibit  based  on  original  medical  research  or  instruction  on  a medical 
exhibit  which  has  not  been  previously  shown.  The  award  is  final  and  not 
subject  to  review. 
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IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law ; diphenoxylate 
Fid  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity. reactions  similar  to  those  after  meperidine 
or  morphine  overdosage  may  occur;  treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitoring). 
Respiratory  depression  may  recur  in  spite  of  an 
initial  response  to  Nalline®  (nalorphine  HCI)  or 
may  be  evidenced  as  late  as  30  hours  after 
ingestion.  LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO.  ESPE- 
CIALLY IN  CHILDREN  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 
Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 


breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with; 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of i 
drug  abuse.  The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage; 
strictly  observe  contraindications,  warnings  and  pre- 
cautions for  atropine;  use  with  caution  in  children; 
since  signs  of  atropinism  may  occur  even  with  the; 
recommended  dosage. 

Adverse  reactions:  Atropine  effects  include  dryness; 
of  skin  and  mucous  membranes,  flushing  -and  uri- 
nary retention.  Other  side  effects  with  Lomotil  in- 
clude nausea,  sedation,  vomiting,  swelling  of  the; 
gums,  abdominal  discomfort,  respiratory  depression, 
numbness  of  the  extremities,  headache,  dizziness, 
depression,  malaise,  drowsiness,  coma,  lethargy, 
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rheumatoid  arthritic  blowup. •• 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


Important  Note:  This  drug  is  not  a simple  analgesic. 

Do  not  administer  casually.  Carefully  evaluate  patients 
before  starting  treatment  and  keep  them  under  close 
supervision.  Obtain  a detailed  history,  and  complete 
physical  and  laboratory  examination  (complete 
hemogram,  urinalysis,  etc.)  before  prescribing  and  at 
frequent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
traindicated patients  or  those  who  cannot  be  observed 
frequently.  Warn  patients  not  to  exceed  recommended 
dosage.  Short-term  relief  of  severe  symptoms  with 
the  smallest  possible  dosage  is  the  goal  of  therapy. 
Dosage  should  be  taken  with  meals  or  a full  glass  of 
milk.  Patients  should  discontinue  the  drug  and  report 
immediately  any  sign  of:  fever,  sore  throat,  oral 
lesions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
epigastric  pain,  symptoms  of  anemia,  black  or  tarry 
stools  or  other  evidence  of  intestinal  ulceration  or 
hemorrhage,  skin  reactions,  significant  weight  gain  or 
edema.  A one-week  trial  period  is  adequate.  Discon- 
tinue in  the  absence  of  a favorable  response.  Restrict 
treatment  periods  to  one  week  in  patients  over  sixty. 
Indications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
rheumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
patients;  history  or  symptoms  of  G.l.  inflammation  or 
ulceration  including  severe,  recurrent  or  persistent 
dyspepsia;  history  or  presence  of  drug  allergy;  blood 
dyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
hypertension;  thyroid  disease;  systemic  edema; 
stomatitis  and  salivary  gland  enlargement  due  to  the 
drug;  polymyalgia  rheumatica  and  temporal  arteritis; 
patients  receiving  other  potent  chemotherapeutic 
agents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
existence  of  concomitant  diseases,  and  concurrent 
potent  chemotherapy  affect  incidence  of  toxic  reac- 
tions. Carefully  instruct  and  observe  the  individual 
patient,  especially  the  aging  (forty  years  and  over) 
who  have  increased  susceptibility  to  the  toxicity  of  the 
drug.  Use  lowest  effective  dosage.  Weigh  initially 
unpredictable  benefits  against  potential  risk  of  severe, 
even  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell's  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsio-  s,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-E 

For  complete  details,  including  dosage,  please  see 
full  prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 


TA.  8356  -9 


250  mg. 

(400,000  Unit*) 


joo-ji 


100  Tablets 

Uticillin  VK 
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Uticillin  VK 


(potassium  phenoxymethyl  penicillin, US.P,  Upjohn) 


Available  in  250  and  500  mg  tablets; 

250  mg/5  ml  and  125  mg/5  ml  flavored  granules 
for  oral  suspension 


Upjohn 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 
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if  skin  is  infected, 
or  open  to  infection 

choose  the  topical  # 
that  gives  your  patient- 

abroad  antibacterial  activity  against 
susceptible  skin  invaders 
% low  allergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base  j 

Neosporiif  Ointment 

(polymyxin  B-bacitracin-neomycin)  ; 

Each  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  ''A 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  aftercare,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is  ' 
perforated.  This  product  is  contraindicated  in  those  individuals  who  - • 

have  shown  hypersensitivity  to  any  of  its  components. 

Complete  literature  available  on  request  from  Professional  Services  Dept. 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
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IF  MORE  MEN  CRIED 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.1 
Why  ? It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are  espe- 
cially vulnerable  when 
their  manly  assertive  in- 
dependence is  threatened.2 


Hypersecretion — an  atavistic  response. 

One  investigator,  who  has  studied  the  per- 
sonalities of  duodenal  ulcer  patients,  wonders 
if  masculine  competitiveness  is  related  to 
man’s  atavistic  urge  to  devour  his  adversary. 
It  is  striking,  he  reports,  that  an  accentua- 
tion of  gastric  acid  secretion  and  motility  can 
be  induced  in  patients  with  ulcers  by  discus- 
sions that  stimulate  feelings  of  inadequacy, 
frustration  and  resentment.2 


By  chance?  A lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve  a 
purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
He  concludes  that  it  may  be  more  than  coin- 
cidence that  peptic  ulcer  patients  appear  to 
be  a lean,  hungry,  competitive  group.3 


Big  boys  don’t  cry.  If  more  men  cried 
maybe  fewer  would  wind  up  with  duodena 
ulcers.  But  men  will  be  men— the  sum  total  o 

their  genes  and  what  the; 
are  taught.  According  t 
another  clinician,  when , 
mother  admonishes  her  so; 
who  has  hurt  himself  tha 
big  boys  don’t  cry,  she  i 
teaching  him  stoicism 
Crying  is  the  negation  o 
everything  society  think 
of  as  manly.  A boy  start 
defending  his  manhood  a 
an  early  ag( 


Take  away  stress 
you  can  take  away  symptoms 

There  is  no  question  that  stress  plays 
role  in  the  etiology  of  duodenal  ulcer.  On 
prominent  physician  has  observed  that  man; 
a man  with  an  ulcer  loses  his  symptoms  th 
day  he  shuts  up  the  office  and  starts  out  on  , 
vacation.  The  problem  is,  the  type  of  man 
likely  to  have  an  ulcer  is  the  type  least  like! 
to  take  long  vacations  or  take  it  easy  at  wort 


The  rest  cure  vs.  the  two-way  action  o 
Librax®.  For  most  patients,  the  rest  cure  i 
as  unrealistic  as  it  is  desirable.  Still,  th 
excessive  anxiety  must  be  dealt  with.  Am 
here  is  where  the  dual  action  of  adjunctiv 
Librax  can  help.  Librax  is  the  only  drug  tha 


References:  1.  Silen,  W:  “Peptic  Ulcer,”  in  Wintrobe.M.M 
et  al.  (eds.):  Harrison’s  Principles  of  Internal  Medicine,  e< 
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Stress  and  Disease,  ed.  2,  Springfield,  111.,  Charles 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schottstaed 
W W. : Psychophysiologic  Approach  in  Medical  Practic 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960,  p.  16; 
5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa.,  W I 
Saunders  Company,  1951,  p.  384. 


combines  the  anti- 
anxiety action  of 
Librium®  (chlordiaz- 
bpoxide  HC1)  with  the 
dependable  anti- 
secretory/  anti 
spasmodic 
'action  of  Quarzan®  (clidinium  Br) 


Protects  man  from  his  own  hungry  per- 
jsonality.  The  action  of  Librium  helps  reduce 
excessive  anxiety  and  thus  helps  protect  the 
vulnerable  patient  from  this  type  of  overre- 
action to  stress.  At  the  same  time,  the  action 
3f  Quarzan  helps  quiet  the  hyperactive  gut, 
iecreasinghypermotilityandhypersecretion. 

An  inner  healing  environment  with  1 
ar  2 capsules,  3 or  4 times  daily.  Of  course, 
there’s  more  to  the  treatment  of  duodenal 
alcer  than  a prescription  for  Librax.  The  pa- 
tient—with  your  guidance— will  have  to  ad- 
just to  a different  pattern  of  living  if  treat- 
ment is  to  succeed.  During  this  adjustment 
f (period,  1 or  2 capsules  of  Librax  3 or  4 times 
daily  can  help  establish  a desirable  environ- 
ment for  healing. 

Librax:  It  can’t  change  man’s  nature. 
But  it  can  usually  make  it  easier  for  men  to 
cope  with  the  discomfort  of  stress— both  psy- 
chic and  gastric— that  can  precipitate  and 
exacerbate  the  symptoms  of  duodenal  ulcer. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Symptomatic  relief  of  hypersecretion, 
hypermotility  and  anxiety  and  tension  states 
associated  with  organic  or  functional  gastro- 
intestinal disorders;  and  as  adjunctive 
therapy  in  the  management  of  peptic  ulcer, 
gastritis,  duodenitis,  irritable  bowel 
syndrome,  spastic  colitis,  and  mild  ulcer- 
ative colitis. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or  clidinium 
bromide. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychological  dependence  have 
rarely  been  reported  on  recommended  doses,  use  caution  in 
administering  Librium  (chlordiazepoxide  hydrochloride)  to 
known  addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions),  follow- 
ing discontinuation  of  the  drug  and  similar  to  those  seen  with 
barbiturates,  have  been  reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards.  As 
with  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated) . Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 

in  the  treatment  of 
duodenal  ulcer 
X *1  adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 
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Inadequate  drainage, 
chronic  rhinitis,  allergy,  exposure 
to  temperature  extremes,  and  other 
factors  can  delay  recovery  from 
acute  sinusitis. 

It’s  helpful  to  have  an  anti- 
biotic like  Cleocin  HC1  (clindamycin 
HC1  hydrate,  Upjohn)  that  can  take 
care  of  most  of  the  gram-positive 
bacterial  problems  related  to 
the  disease. 

As  one  study*  of  52  out- 
patients showed,  acute  maxillary 
sinusitis  was  associated  with 
staphylococci  in  50%  of  the  group, 
with  pneumococci  in  25%,  and  with 
streptococci  and  various  other 
organisms  (chiefly  gram-negative) 
in  the  remainder.  Significantly, 
one-half  of  these  staphylococcal 
infections  were  resistant  to  both 
penicillin  and  tetracycline  (all  were 
sensitive  to  erythromycin  and 
chloramphenicol).  Although  not  a 
part  of  this  study,  many  other 
clinical  and  bacteriologic  reports1 
have  shown  that  such  gram-positive 
bacteria,  which  most  often  are 
associated  with  acute  sinusitis,  are 
usually  susceptible  to  Cleocin. 


Can  be  taken  before,  with,  or 
after  meals 

The  total  absorption  of 
Cleocin  is  virtually  unaffected  by 
the  presence  of  food  in  the  GI  tract.1 
Cleocin  thus  can  be  administered 
as  prescribed  without  interfering 
with  the  patient’s  mealtimes. 

Useful  in  patients  hypersensitive 
to  penicillin 

Cleocin’s  chemical  structure 
bears  no  relationship  to  penicillin 
or  the  cephalosporins.  Cleocin 
therefore  may  be  especially  useful 
in  patients  with  acute  sinusitis  who 
report  a history  of  hypersensitivity 
to  these  antibiotics.  Although 
hypersensitivity  reactions  have 
been  uncommon  with  Cleocin,  it 
should  be  used  cautiously  in  atopic 
individuals.  Cleocin  is  not 
recommended  in  the  lincomycin- 
sensitive  patient. 

Please  see  following  page  for 
further  prescribing  information. 
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Side  effects:  In  studies  of  1,416 
patients  involving  92  clinical  investi- 
gators, side  effects  were  reported  in 
8.2/6.1  Diarrhea  or  loose  stools  were 
noted  in  3%  of  these  cases  (one 
patient  with  bloody  stools).  In 
a few  instances,  diarrhea 
lasted  several  days.  A slightly 
higher  incidence  of  diarrhea  or 
loose  stools  has  been  reported 
by  some  investigators  in 
subsequent  studies. 


Toxicity:  No  irreversible 
hematologic,  renal,  dermatologic,  or 
neurologic  abnormalities  have  been 
reported.1  Transient  leukopenia  and 

eosinophilia  have  been  observed. 
Elevations  of  alkaline  phospha- 
tase and  serum  transaminases 
were  observed  in  a few  instances. 
As  with  other  antibiotics, 
periodic  liver  function  tests  and 
blood  counts  should  be  per- 
formed during  prolonged  therapy. 


In  acute  sinusitis  and  other  upper  respiratory  infections 
due  to  susceptible  staphylococci,  streptococci,  and  pneumococci. 

CleociriHci 

clindamycin  HC1  hydrate,  Upjohn 


Each  preparation  Clindamycin  HCI  hydrate 

contains:  equivalent  to  clindamycin  base 

150  mg  Capsules  150  mg 

75  mg  Capsules  75  mg 


Cleocin  (clindamycin,  Upjohn)  is  a new  semisynthetic  antibiotic  produced 
from  the  parent  compound  lincomycin  and  provides  more  in  vitro  potency, 
better  oral  absorption  and  fewer  gastrointestinal  side  effects  than  the 
parent  compound. 

Cleocin  HCI  (clindamycin  HCI  hydrate)  is  indicated  in  infections  of  the 
upper  and  lower  respiratory  tract,  skin  and  soft  tissue,  and,  adjunctively, 
dental  infections  caused  by  gram-positive  organisms  which  are  susceptible 
to  its  action,  particularly  streptococci,  pneumococci  and  staphylococci. 

As  with  all  antibiotics,  in  vitro  susceptibility  studies  should  be  performed. 
CONTRAINDICATIONS:  Patients  previously  found  to  be  hypersensitive  to 
this  compound  or  to  lincomycin. 

WARNINGS:  Safety  for  use  in  pregnancy  not  established.  Not  indicated  in 
the  newborn  (infants  below  30  days  of  age). 

PRECAUTIONS:  Prescribe  with  caution  in  atopic  individuals.  Perform  periodic 
liver  function  tests  and  blood  counts  during  prolonged  therapy.  The  serum 
half-life  in  patients  with  markedly  reduced  renal  function  is  approximately 
twice  that  in  normal  patients;  hemodialysis  and  peritoneal  dialysis  do  not 
effectively  remove  Cleocin  from  the  blood.  Therefore,  with  severe  renal 
insufficiency,  determine  serum  levels  of  clindamycin  periodically  and  decrease 
the  dose  appropriately.  Should  overgrowth  of  nonsusceptible  organisms— 
particularly  yeasts-occur,  take  appropriate  clinically  indicated  measures. 
ADVERSE  REACTIONS:  Generally  well  tolerated  in  clinical  efficacy  studies. 
Side  effects  reported  in  8.2%  of  1,416  patients.  Of  the  total,  6.9% 
reported  gastrointestinal  side  effects  and  1.3%  reported  other  side  effects. 
Diarrhea  or  loose  stools  were  reported  in  3%.  Gastrointestinal:  Symptoms 


included  abdominal  pain,  nausea,  vomiting  and  diarrhea  or  loose  stools. 

In  a few  instances,  diarrhea  lasted  for  several  days;  one  case  of  bloody  stools 
was  reported.  Hematopoietic:  Transient  neutropenia  (leukopenia)  and 
eosinophilia  have  been  reported;  relationship  to  therapy  is  unknown.  No 
irreversible  hematologic  toxicity  has  been  reported.  Skin  and  Mucous 
Membranes:  Skin  rash  and  urticaria  have  been  reported  infrequently. 
Hypersensitivity  Reactions:  A few  cases  of  hypersensitivity  reaction  have 
been  reported.  If  hypersensitivity  occurs,  discontinue  drug  and  have  available 
the  usual  agents  (epinephrine,  corticosteroids,  antihistamines)  for  emergency 
treatment.  Liver:  Although  no  direct  relationship  of  Cleocin  HCI  (clindamycin 
HCI  hydrate)  to  liver  dysfunction  has  been  noted  and  significance  of  such 
change  is  unknown,  transient  abnormalities  in  liver  function  tests  (elevations 
of  alkaline  phosphatase  and  serum  transaminases)  have  been  observed  in 
a few  instances.  Also,  abnormal  liver  function  test  values  at  the  beginning 
of  therapy  have  returned  to  normal  during  therapy. 

DOSAGE  AND  ADMINISTRATION:  Adults:  Mild  to  moderately  severe 
infections-150  to  300  mg  every  6 hours.  Severe  infections-300  to  450  mg 
every  6 hours. 

Children:  Mild  to  moderately  severe  infections-8  to  16  mg/kg/day  (4  to  8 
mg/lb/day)  divided  into  three  or  four  equal  doses.  Severe  infections— 16  to 
20  mg/kg/day  (8  to  10  mg/lb/day)  divided  into  three  or  four  equal  doses. 
Note:  With  (3-hemolytic  streptococcal  infections,  treatment  should  continue 
for  at  least  10  days  to  diminish  the  likelihood  of  subsequent  rheumatic  fever 
or  glomerulonephritis. 

SUPPLIED:  150  mg  Capsules—  Bottles  of  16  s and  100's.  75  mg  Capsules— 
Bottles  of  1 6's  and  100's.  Sensitivity  Disks- 2 Hg.  Sensitivity  Powder-Vials. 

For  additional  product  information,  see  your  Up/ohn  representative  or 


consult  package  insert.  MED  8-4-S  (LNU-3)  JA71-1565 
The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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"The  history  of  science , and  in 
particular  the  history  of  medicine . . .is . . . 

the  history  of  man's  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice." 

— George  Sari  on.  from  "The  History 

of  Medicine  Versus  the  History  of  Art  " 


Are  combination  drug 
products  useful  in  treatment 
invo|ying  concomitant  use 
of  two  Or  more  drugs  ? 
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Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 


13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  product 
useful  in  treatment  involving 
concomitant  use  of  two  or  more  drugs 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  & Toxicology 
University  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal” patients. 

There  is  no  douht  that 
many  “atypical”  patients 
are  to  be  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihypertensives,  al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  de 
of  money.  I wish  we  cou 
agree  on  a “grandfath 
clause”  approach  to  prep 
rations  that  have  been  in  u 
for  a number  of  years  a: 
that  have  an  apparent 
satisfactory  track  record. 

For  example,  I thi 
some  of  the  antibiotic  co: 
binations  that  were  tak 
off  the  market  by  the  FE 
performed  quite  well.  I £ 
thinking  particularly 
penicillin  - streptomyc 
combinations  that  patiei 
— especially  surgical 
tients  — were  given  in  o 
injection.  This  made 
less  discomfort  for  the  r 
tient,  less  demand 
nurses’  time,  and  few 
opportunities  for  dosai 
errors.  To  take  sue! 
preparation  off  the  marl 
doesn't  seem  to  be  go; 
medicine,  unless  actual  i 
age  showed  a great  deal 
harm  from  the  injectic 
(rather  than  the  prop 
use)  of  the  combination. 

The  p)oint  that  should 
emphasized  is  that  the 
are  both  rational  and  in 
tional  combinations.  T 
real  question  is,  who  shoe 
determine  which  is  whic 
Obviously,  the  FDA  rm 
play  a major  role  in  m£ 
ing  this  determination, 
fact,  I don’t  think  it  c 
avoid  taking  the  ultim£ 
responsibility,  but  it  shoe 
enlist  the  help  of  outsi 
physicians  and  experts 
assessing  the  evidence  a 
in  making  the  ultimate  c 


cision. 
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i If  two  medications  are 
‘iised  effectively  to  treat  a 
pertain  condition,  and  it  is 
■mown  that  they  are  com- 
patible, it  clearly  is  useful 
|md  convenient  to  provide 
hem  in  one  dosage  form, 
t would  make  no  sense,  in 
•I'act  it  would  be  pedantic, 
o insist  they  always  be 
Prescribed  separately.  To 
ivoid  the  appearance  of 
redantry,  the  “expert”  de- 
aries the  combination  be- 
:ause  it  is  a fixed  dosage 
orm.  When  the  “expert” 
nvokes  the  concept  of  fixed 
losage  form  he  obscures 
he  fact  that  single-ingre- 
lient  pharmaceutical  prep- 
arations are  also  fixed 
losage  forms.  By  a singular 
emantic  exercise  he  im- 
)lies  a pejorative  meaning 
o the  term  “fixed  dose” 
inly  when  he  uses  it  with 
espect  to  combinations. 
Vhat  is  ignored  is  the  sim- 
ile fact  that  only  in  the 
arest  of  circumstances 
loes  any  physician  attempt 
o titrate  an  exact  thera- 
peutic response  in  his  pa- 
rent. It  is  quite  possible 
hat  some  aches  and  pains 
| vill  respond  to  500  mg.  of 
jispirin  yet  that  fact  does 
. iot  militate  against  the  us - 
tal  dose  being  650  mg. 

The  other  semantic  ploy 
ften  called  into  play  is  to 
liescribe  a combination 
iroduct  as  rational  or  irra- 
ional. 

Take  antibiotic  mixtures, 
he  source  of  much  of  the 
riticism  generated  against 

i 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted  from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Gel#  problems 
making  her 
a fixture 
in  your  office? 


‘Milpath’  can  cut  down  her  complaints 
by  helping  to  control: 

bloating/cramping/pain/‘nervous  stomach’ 
when  aggravated  by  anxiety  and  tension  * 


For  most  patients: 

'MilpatH-400 

(meprobamate  400  mg  + 
tridihexethyl  chloride  25  mg) 

Usual  adult  dose:  One 
tablet  t.i.d.  at  mealtimes, 
and  two  tablets  at  bedtime. 


When  spasm  is  severe: 

'MilpatK-200 

(meprobamate  200  mg  + 
tridihexethyl  chloride  25  mg) 

Usual  adult  dose:  Two 
tablets  t.i.d.  at  mealtimes, 
and  two  tablets  at  bedtime. 


£■  INDICATIONS:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences  — National  Research  Council 
and/or  other  information,  FDA  has  classified  the  indica- 
tion as  follows: 

“Possibly'’  effective:  as  adjunctive  therapy  in  peptic 
ulcer  and  in  the  irritable  bowel  syndrome  (irritable  colon, 
spastic  colon,  mucous  colitis,  and  functional  gastrointesti- 
nal disorders),  especially  when  accompanied  by  anxiety 
or  tension. 

Final  classification  of  this  indication  requires  further 
investigation. 


CONTRAINDICATIONS:  Tridihexethyl  chloride:  Previous  allergic 
or  idiosyncratic  reactions  to  it  or  related  compounds:  urinary 
bladder-neck  obstructions  (e.g..  prostatic  obstructions  due  to 
hypertrophy):  pyloric  obstructions  because  of  reduced  motility 
and  tonus;  organic  cardiospasm  (megaesophagus):  glaucoma; 
possibly  in  stenosmg  gastric  or  duodenal  ulcers  with  significant 
gastric  retention.  Meprobamate:  Acute  intermittent  porphyria 
and  allergic  or  idiosyncratic  reactions  to  meprobamate  or  related 
compounds  such  as  carisoprodol.  mebutamate.  tybamate, 
carbromai. 

WARNINGS:  Meprobamate:  Drug  Dependence:  Physical  and 
psychological  dependence  and  abuse  have  occurred.  Chronic 
intoxication,  from  prolonged  use  and  usually  greater  than  recom- 
mended doses,  leads  to  ataxia,  slurred  speech,  vertigo.  Care- 
fully supervise  doseand  amounts  prescribed,  and  avoid  prolonged 
use.  especially  in  alcoholics  and  addiction-prone  persons.  Sudden 
withdrawal  after  prolonged  and  excessive  use  may  precipitate 
recurrence  of  pre-existing  symptoms  (e.g.,  anxiety,  anorexia,  in- 
somnia) or  withdrawal  reactions  (e.g.,  vomiting,  ataxia,  tremors, 
muscle  twitching,  confusional  states,  hallucinosis:  rarely  convul- 
sive seizures,  more  likely  in  persons  with  CNS  damage  or 
pre-existent  or  latent  convulsive  disorders).  Therefore,  reduce 
dosage  gradually  (1-2  weeks)  or  substitute  a short-acting  bar- 
biturate, then  gradually  withdraw.  Potentially  Hazardous  Tasks 
Driving  a motor  vehicle  or  operating  machinery.  Additive  Ef- 
fects: Possible  additive  effects  between  meprobamate,  alcohol, 
and  other  CNS  depressants  or  psychotropic  drugs.  Pregnancy 
and  Lactation : Safe  use  not  established:  weigh  potential  bene- 
fits against  potential  hazards  in  pregnancy,  nursing  mothers,  or 
women  of  childbearing  potential.  Animal  data  at  five  times  the 
maximum  recommended  human  dose  show  reduction  in  litter 
size  due  to  resorption. 

PRECAUTIONS:  Tridihexethyl  chloride:  Use  cautiously  in  elderly 
males  (possible  prostatic  hypertrophy).  Meprobamate:  To  avoid 
oversedation,  use  lowest  effective  dose,  particularly  in  elderly 
and/or  debilitated  patients.  Consider  possibility  of  suicide  at- 
tempts; dispense  least  amount  of  drug  feasible  at  any  one  time. 


To  avoid  excess  accumulation,  use  caution  in  patients  with 
compromised  liver  or  kidney  function.  Meprobamate  may  pre- 
cipitate seizures  in  epileptics. 

ADVERSE  REACTIONS:  Tridihexethyl  chloride:  Dry  mouth 
(fairly  frequent  at  oral  doses  of  100  mg),  constipation  or 
“bloated”  feeling,  tachycardia,  bradycardia,  dilated  pupils,  in- 
creased ocular  tension,  weakness,  nausea,  vomiting,  headache, 
drowsiness,  urinary  hesitancy  or  retention,  dizziness.  Mepro- 
bamate: Central  Nervous  System.  Drowsiness,  ataxia,  dizziness, 
slurred  speech,  headache,  vertigo,  weakness,  paresthesias, 
impairment  of  visual  accommodation,  euphoria,  overstimulation, 
paradoxical  excitement,  fast  EEG  activity.  Gastrointestinal : 
Nausea,  vomiting,  diarrhea.  Cardiovascular  Palpitations,  tachy- 
cardia, various  forms  of  arrhythmia,  transient  ECG  changes, 
syncope;  also  hypotensive  crises  (including  one  fatal  case). 
Allergic  or  Idiosyncratic  Usually  after  1-4  doses.  Milder  reac- 
tions: itchy,  urticarial,  or  erythematous  maculopapular  rash 
(generalized  or  confined  to  groin).  Other  leukopenia,  acute 
nonthrombocytopenic  purpura,  petechiae.  ecchymoses.  eosm- 
ophilia.  peripheral  edema,  adenopathy,  fever,  fixed  drug  erup- 
tion with  cross  reaction  to  carisoprodol.  and  cross  sensitivity 
between  meprobamate/mebutamate  and  meprobamate/car- 
bromal.  More  severe,  rare  hypersensitivity:  hyperpyrexia,  chills, 
angioneurotic  edema,  bronchospasm.  oliguria,  anuria  anaphy- 
laxis. erythema  multiforme,  exfoliative  dermatitis,  stomatitis, 
proctitis.  Stevens- Johnson  syndrome,  bullous  dermatitis  (one 
fatal  case  after  meprobamate  plus  prednisolone).  Stop  drug, 
treat  symptomatically  (e.g..  possible  use  of  epinephrine,  anti- 
histamines. and  in  severe  cases  corticosteroids).  Hematologic 
Agranulocytosis  and  aplastic  anemia  (rarely  fatal),  but  no 
causal  relationship  established.  Rarely,  thrombocytopenic  pur- 
pura. Other  Exacerbation  of  porphyric  symptoms 
USUAL  ADULT  DOSAGE:  One  'Milpath:400  (meprobamate  400 
mg -Hridihexethyl  chloride  25  mg)  tablet  three  times  a day  at 
mealtimes  and  2 at  bedtime.  For  greater  anticholinergic  effect. 
2 MilpathL200  (meprobamate  200  mg -+  tridihexethyl  chloride 
25  mg)  three  times  a day  at  mealtimes  and  2 at  bedtime.  Mepro- 
bamate dose  should  not  exceed  2400  mg  daily. 

Not  for  use  in  children  under  age  12 
OVERDOSAGE:  Tridihexethyl  chloride:  Acute  overdosage  can 
produce  dry  mouth,  difficulty  swallowing,  marked  thirst:  blurred 
vision,  photophobia:  flushed,  hot.  dry  skin,  rash;  hyperthermia: 
palpitations,  tachycardia  with  weak  pulse,  elevated  blood  pres- 
sure; urinary  urgency  with  difficulty  in  micturition:  abdominal 
distention:  restlessness,  confusion,  delirium  and  other  signs 
suggesting  acute  organic  psychosis.  Empty  stomach  after  admin- 
istration of  Universal  Antidote  and  treat  symptomatically  as 
indicated.  Meprobamate:  Suicidal  attempts  with  meprobamate, 
alone  or  with  alcohol  or  other  CNS  depressants  or  psychotropic 
drugs,  have  produced  drowsiness,  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse,  and  death.  Empty 
stomach,  treat  symptomatically:  cautiously  give  respiratory 
assistance,  CNS  stimulants,  pressor  agents  as  needed.  Mepro- 
bamate is  metabolized  in  the  liver  and  excreted  by  the  kidney 
Diuresis  and  dialysis  have  been  used  successfully.  Carefully 
monitor  urinary  output;  avoid  overhydration;  observe  for  pos- 
sible relapse  due  to  incomplete  gastric  emptying  and  delayed 
absorption. 

Before  prescribing,  consult  package  circular  or  latest  PDR 
information.  rev  sm 

WALLACE  PHARMACEUTICALS,  Cranbury,  N.J.  08512 


Relaxes  smooth  muscle  and  psyche/  H llpat Rf 

(meprobamate+tridihexethyl  chloride; 
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KIIMESED  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KIIMESED® 

antispasmodic/  sedative/  antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  ( Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size. . . 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 


When  it’s  mandatory  to  keep  the  post- 
coronary patient  calm,  consider  Valium  (diazepam). 
Although  he’s  promised  to  take  it  easy  back 

on  the  job,  you  know  he’s  going  back  to  the  same 

I l-Mll  Jf  * 1 I stressful  circumstances  that  may  have  contributed 

} to  his  hospitalization.  If  he  experiences  excessive 

* t 11  J I I anxiety  and  tension  because  of  overre action  to 

■ 1 1 1*  r Hf  stress,  your  prescription  for  Valium  can  bring 

I I ' relief.  During  the  period  of  readjustment  Valium 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  b.  i.  d.  to  q.  i.  d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 

Until  individual  response  is  determined,  caution  patient  against  driving  or  operating 
dangerous  machinery. 


VallUm  (diazepam) 


Fbr  the  tense  cardiac  patient  who  must  be  kept  calm 


Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  ten- 
sion, anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  symp- 
tomatic relief  of  acute  agitation,  tremor, 
delirium,  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy) . 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 
increase  in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
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PULMONARY  NOCARDIOSIS 


William  F.  Briney,  M.D. 


Pulmonary  nocardiosis  is,  like  other  fungal  dis- 
eases, an  air-borne  granulomatous  infection  of  the 
respiratory  passages.  It  can  easily  be  overlooked 
because  of  our  statewide  preoccupation  with 
coccidioidomycosis.  This  case  is  being  presented 
primarily  to  remind  the  reader  that  other  causes 
of  infiltrative  lung  diseases  are  still  present  in  this 
area  besides  bronchogenic  carcinoma,  tuberculo- 
sis, or  coccidioidomycosis. 


Introduction 

Recently  a case  of  pulmonary  nocardiosis  was 
seen  and  treated  at  this  hospital  and  it  prompted 
a review  of  the  current  status  of  this  disease. 
Nocardiosis  is  caused  by  an  aerobic  actinomy- 

From  the  Veterans  Administration  Center,  Prescott,  Arizona. 


cete  Nocardia  asteroides.  It  occurs  as  an  op- 
portunistic infection  in  debilitated  patients  as 
other  fungal  infections  often  do.  However  it 
may  strike  a previously  healthy  individual  as 
in  this  case.  This  paper  is  a report  of  a case 
who  failed  to  respond  to  the  accepted  regimen 
of  chemotherapy  and  may  have  suffered  dele- 
teriously  from  extirpative  surgery  in  the  mistaken 
preoperative  belief  that  malignancy  was  present. 
It  emphasizes  that  Nocardiosis  is  still  a serious 
disease. 

Case  Report  — C.  D. 

A 64  year  old  white  male  developed  pul- 
monary symptoms  in  January,  1971.  These  symp- 
toms included  a productive  cough  with  fever. 
He  had  been  a cigarette  smoker  for  many  years 
but  had  no  other  chronic  illnesses.  A chest  x-ray 
in  March,  1971  revealed  a right  parahilar  mass 
and  further  studies  were  scheduled.  Bronchos- 
copy and  scalene  node  biopsy  were  non-diag- 
nostic. Other  laboratory  data  were  unremark- 
able. A provisional  diagnosis  of  bronchogenic 
carcinoma  was  made  and  on  1st  April,  1971  a 
thoracotomy  was  accomplished  with  resection 
of  the  right  upper  and  middle  lobes. 

Subsequent  laboratory  studies  indicated  both 
in  the  bronchial  washings  and  in  the  resected 
lung  tissue,  the  presence  of  Nocardia  asteroides 
organisms.  Because  of  an  alleged  history  of  Sulfa 
allergy,  the  patient  was  not  started  on  sulfa 
medication  until  four  weeks  after  surgery.  He 
was  placed  on  a variety  of  antibiotics  in  the 
postoperative  period,  but  he  continued  to  run 
a low  grade  fever  and  he  did  not  respond.  When 
he  developed  a fluctuant  area  in  the  incision 
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Chest  Radiography  on  admission  to  Prescott  VA  Center 
May  1971. 


three  weeks  after  surgery,  and  culture  of  the 
material  from  the  wound  revealed  Nocardial  or- 
ganisms, he  was  started  on  sulfa  medication. 
This  was  in  the  form  of  Sulfisoxazole  in  the  dose 
of  8 grams  daily  in  divided  doses.  This  was  given 
concurrently  with  Tetracyline  2 grams  daily  in 
divided  doses  and  Streptomycin  1 gram  daily. 
Shortly  thereafter  he  began  to  exhibit  central 
nervous  system  symptomatology  in  the  form  of 
mental  confusion  and  irritability  and  he  was 
transferred  to  the  VA  Center,  Prescott,  Arizona 
for  further  evaluation  and  treatment. 

Upon  arrival  at  the  VA  Center  he  appeared 
to  be  chronically  ill  and  he  had  a low  grade 
fever.  The  thoracotomy  incision  revealed  nodu- 
larity with  granulation  tissue  growing  out 
throughout  the  entire  length  of  the  incision.  The 
chest  x-ray  revealed  a large  area  of  increased 
density  in  the  right  lung  with  a mediastinal  shift 
to  the  right.  Pleural  effusion  was  also  present 
on  the  right,  with  a prominent  right  hilum.  The 
left  lung  was  clear.  The  neurological  findings 
were  non-specific  and  cleared  completely  with- 
out additional  treatment.  A lumbar  puncture  was 
normal.  Aside  from  proteinuria  and  a mild  leu- 


kocytosis, the  other  laboratory  tests  were  nor- 
mal. He  was  continued  on  sulfa  therapy  as  Sul- 
fisoxazole in  the  same  dose,  as  well  as  the  same 
does  of  Tetracyline  and  Streptomycin.  He  failed 
to  show  any  signs  of  improvement,  however  on 
this  regimen.  This  was  true  even  though  the 
serum  levels  for  sulfa  were  maintained  in  the 
range  of  10.8  mgm.  percent  to  16.9  mgm.  percent. 
The  wound  failed  to  heal  and  he  continued  to 
have  low  grade  fever  and  cough,  and  weight 
loss.  His  therapy  was  altered  after  several  weeks 
to  include  a change  from  Sulfisoxazole  to  a 
Triple  sulfa  mixture  which  contained  a one-third 
content  of  Sulfadiazine.  He  was  given  several 
units  of  packed  red  blood  cells  to  correct  an 
anemia.  Nocardia  organisms  were  cultured  re- 
peatedly from  the  sputum  and  wound  drainage 
throughout  the  entire  hospital  course.  Approxi- 
mately five  months  after  admission  to  the  VA 
Center  the  patient  expired  of  his  illness  without 
showing  any  signs  of  improvement,  in  spite  of 
intensive  prolonged  chemotherapy. 

Discussion 

Epidemiology:  Incidence  and  distribution: 

Nocardiosis  has  a world  wide  distribution. 


i 

Chest  Radiograph  after  5 months  of  Treatment,  Sept., 

1971. 
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especially  in  view  of  the  current  trend  toward 
relaxation  of  abortion  laws  to  allow  the  destruc- 
tion of  the  unborn  for  reasons  heretofore  not 
sanctioned  in  law. 

Under  our  legal  system,  human  rights  pro- 
tected by  law  are  roughly  divided  into  two 
classes.  These  are:  (1)  consensual  rights,  or 

rights  based  upon  agreements  between  parties, 
exemplified  by  the  law  of  contracts;  and  (2) 
absolute  rights.  Absolute  rights  are  common  to 
all  persons,  merely  by  virtue  of  their  being  hu- 
man beings,  and  they  include  such  rights  as 
the  following:  the  right  not  to  be  killed;  the 
right  not  to  be  injured;  and  the  right  not  to  have 
one’s  property  stolen,  destroyed,  or  abused.  These 
rights  are  protected  by  two  branches  of  the  law, 
viz.,  criminal  law,  and  the  law  of  torts  (or 
wrongs),  the  latter  a branch  of  the  civil  law.  Of 
course,  crimes  and  torts  are  both  “wrongs.”  The 
distinction  between  the  two  is  that  a “crime”  is 
a wrong  against  a state,  while  a “tort”  is  a 
wrong  against  an  individual.  A given  wrongful 
act  may  be  both  a crime,  punishable  by  the 
state,  and  a tort  against  an  individual  for  which 
he  may  recover  damages. 

Of  these  absolute,  or  inalienable,  rights,  the 
paramount  one  is  the  right  to  life.  It  is  only 
in  protection  of  this  right  that  the  law  justifies 
killing.  The  law  will  not  justify  killing  in  order 
to  protect  one’s  property.  The  only  legal  justifi- 
cation for  the  taking  of  human  life  is  self-de- 
fense. 

Since  these  absolute  rights  apply  equally  to 
all  human  beings,  one  might  wonder  why  abor- 
tion laws  are  necessary  to  protect  unborn  human 
life.  For,  undeniably,  the  unborn  child  is  human 
from  the  moment  of  his  inception. 

When  Does  Human  Life  Begin? 

A question  often  brought  up  in  discussion  of 


the  abortion  issue,  and  one  which  must  be  an- 
swered before  the  issue  can  finally  be  settled, 
is  when  does  human  life  really  begin. 

From  the  strictly  medical  or  biological  stand- 
point, the  exact  time  at  which  an  individual  hu- 
man life  theoretically  begins  would  seem  to  be 
subject  to  little  controversy.  For,  while  theolo- 
gians and  philosophers  may  harbor  doubts  as 
to  just  when  an  “embryo”  becomes  a “human 
being,”  both  logically  and  scientifically,  based 
upon  studies  in  genetics,  embryology  and  fetol- 
ogy, there  can  be  no  reasonable  doubt  that  an  in- 
dividual human  life  begins  at  conception  and 
that,  from  that  point  onward,  the  new  individual 
exists  as  a genetically  unique,  growing  and  de- 
veloping entity,  separate  in  his  existence  from 
that  of  his  mother,  even  though  totally  depen- 
dent upon  her  for  nutrition  and  protection. 

But  the  difficulty  here  lies  in  the  inability 
of  the  law  to  specify  exactly  when  human  life, 
in  a particular  case,  has  begun.  In  order  to  avoid 
false  or  fraudulent  claims,  the  law  demands  ab- 
solute proof  of  the  existence  of  a living  human 
being. 

Beginning  with  the  early  history  of  the  English 
common  law,  the  legal  difficulty  of  this  prob- 
lem has  been  recognized.  Blackstone,  in  his 
commentaries,  attempted  to  fix  life’s  legal  be- 
ginning as  that  time  at  which  “an  infant  is  able 
to  stir  in  the  mother’s  womb”  — in  other  words, 
at  “quickening.”  In  Blackstone’s  day,  “quicken- 
ing” may  have  been  justifiable  as  the  earliest 
means  of  diagnosing  with  certainty  pregnancy 
with  a living  child.  But  since  that  time  the 
sciences  of  obstetrics,  embryology  and,  lately, 
fetology  have  come  a long  way  toward  afford- 
ing earlier  entirely  reliable  proof  of  pregnancy 
with  a living  child.  “Quickening,  therefore,  can 
no  longer  be  justified  as  the  dividing  line  be- 
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tween  a human  life  to  be  protected  by  law  and 
a human  life  not  deserving  of  such  protection. 

Prenatal  Injuries  and  Wrongful  Death 

Originally  in  American  common  law,  harm 
occurring  to  an  unborn  child  was  held  not  ac- 
tionable, and  no  right  of  recovery  was  allowed 
for  prenatal  injuries,  the  unborn  child  being  con- 
sidered not  to  have  a separate  existence  apart 
from  his  mother  but  to  be  merely  a part  of  his 
mother’s  body.  ( Dietrich  v.  Northampton,  138 
Mass.  14;  1884).  This  illogical  rule,  based  upon 
Justice  Holmes’  opinion  in  the  above  cited  case, 
was  slavishly  followed  in  other  similar  rulings 
until  as  late  as  1951.  (Drabbels  v.  Skelly  Oil 
Company,  155  Neb.  17;  1951). 

Beginning  in  1946,  however,  a shift  in  judi- 
cial thinking  on  this  subject  began,  when  a 
federal  district  court  in  the  District  of  Columbia 
allowed  an  action  on  a medical  malpractice  case 
in  which  wrongful  injury  to  a viable  infant  by 
an  obstetrician  was  alleged.  ( Bonbrest  v.  Kotz, 
65  Fed.  Supp.  138,  D.  D.  C.;  1946).  Since  that 
time,  the  resulting  change  in  the  tort  law,  as  it 
relates  to  prenatal  injuries,  has  been  termed 
“the  most  spectacularly  abrupt  reversal  of  a well 
settled  rule  in  the  whole  history  of  the  law  of 
torts.”" 

And  since  that  time,  the  trend  has  been  to- 
ward earlier  and  earlier  recognition  of  the  fetus 
in  utero.  For  example,  in  1951  the  New  York 
Court  of  Appeals  refused  to  follow  Judge 
Holmes’  “non-separate  legal  person”  rule  and 
held  that  an  infant  might  sue  for  injuries  inflicted 
upon  him  in  the  womb.  (Woods  v.  Lancet,  303 
N.  Y.  349;  1951). 

In  1960  judicial  recognition  of  the  fact  that 
human  life  begins  at  conception  and  that  there- 
after the  child  has  an  existence  of  his  own, 
separate  from  that  of  his  mother,  becomes  ap- 
parent from  a New  Jersey  case  in  which  the 
court  court  in  its  opinion  stated: 

“Medical  authorities  have  long  recognized 
that  a child  is  in  existence  from  the  mo- 
ment of  conception,  and  not  merely  a part 
of  its  mother’s  body.”  (Smith  v.  Brennan, 
31  N.  J,  353;  1960). 

And  in  1963  an  Illinois  court,  in  the  case  of 
Zepeda  v.  Zepeda  (41  111.  App.  2d  240;  1963), 
went  even  further  in  affirming  the  more  recent 
judicial  thinking  regarding  injuries  to  unborn 

“Reference  3 above  at  page  126. 


children,  including  the  nonviable  child,  when 
it  stated: 

“The  law  of  torts  has  been  hesitant  in  rec- 
ognizing what  medical  science  has  long 
known,  that  life  begins  at  the  moment  of 
conception,  and  what  theology  has  longer 
taught,  that  from  the  moment  of  conception 
every  human  being  has  rights  of  a human 
person.  ...  7/  there  is  human  life,  proved 
by  subsequent  birth,  then  that  human  life 
has  the  same  rights  at  the  time  of  concep- 
tion as  it  has  at  any  time  thereafter .”  (Em- 
phasis added.) 

The  present  status  of  the  common  law  as  it 
applies  to  prenatal  injuries  and  wrongful  death 
has  become  fairly  well  established,  at  least  in- 
sofar as  it  applies  to  the  viable  infant. 

Until  relatively  recently  the  general  rule  has 
been  that  recovery  for  prenatal  injuries  must  be 
limited  to  those  infants  subsequently  born  alive, 
because  “legal  personality”  generally  is  predi- 
cated upon  live  birth.  But  as  early  as  1949  a 
Minnesota  court  became  the  first  to  allow  a 
wrongful  death  proceeding  for  a stillborn  child, 
concluding  that: 

“A  cause  of  action  arises  when  death  is 
caused  by  the  wrongful  act  or  omission  of 
another.  ...  It  seems  too  plain  for  argu- 
ment that  where  independent  existence  is 
possible  and  life  is  destroyed  through  a 
wrongful  act  a cause  of  action  arises.”  ( Ver- 
kennes  v.  Corniea,  299  Minn.  365;  1949). 

This  opinion,  it  will  be  noted,  upholds,  or  at 
least  does  not  invoke,  the  viability  rule. 

Several  other  jurisdictions  have  upheld  this 
rule  that  recovery  may  be  allowed  on  behalf 
of  a viable  infant  for  wrongful  prenatal  death." 
And  this  right  has  been  confirmed  by  a federal 
case  which  established  the  doctrine  that  a death 
action  should  not  be  barred  where  a child  died 
before  birth,  because  such  a distinction  would 
be  arbitrary  and  unjust;  for  the  greater  the  harm, 
the  better  the  chance  of  immunity,  and  thus  the 
tortfeasor  (wrongdoer)  could  foreclose  his  own 
liability.  (Todd  v.  Sandredge  Construction  Co., 
341  F.  2d  75,  2d  Cir.;  1964). 

The  question  of  viability  as  a prerequisite  for 
recovery  for  wrongful  prenatal  death  has  not  as 

“These  include:  Connecticut  (1962).  Delaware  (1952),  Georgia 
(1955)  Kansas  (1962).  Kentucky  (19551.  Mississippi  (1954),  New 
Hampshire  (1957),  and  Ohio  (1959).  (For  specific  case  citations, 
see  Reference  1 above  at  page  *451).  (AUTHOR’S  NOTE:  This 
list  is  not  necessarily  complete.  Other  jurisdictions  have  since 
bepn  added  to  the  growing  list  of  states  recognizing  the  unborn 
child  as  a “person”  in  the  legal  sense.) 
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yet  been  judicially  settled  and  remains  at  issue  in 
wrongful  death  actions,  since  no  cases  have  as 
yet  been  recorded  awarding  damages  for  caus- 
ing death  before  birth  of  a nonviable  infant. 
In  a leading  Pennsylvania  case,  however,  Justice 
Curtis  Bok,  speaking  for  the  Supreme  Court  of 
Pennsylvania,  observed  that: 

“Viability  has  little  to  do  with  the  basic 
right  to  recover.  . . . The  real  catalyst  of 
the  problem  is  the  current  state  of  medical 
knowledge  as  to  the  separate  existence  of  a 
fetus.”  (Sinkler  v.  Kneale,  401  Pa.  267; 
1960). 

In  this  case,  recovery  was  allowed  for  in- 
jury to  a fetus  one  month  old  at  time  of  injury. 

It  would  seem  to  be  only  a matter  of  time  be- 
fore the  legal  distinction  between  the  viable  and 
the  nonviable  infant  will  be  completely  erased. 
For  quite  clearly  the  law  does  not  recognize  a 
sharp  distinction  between  the  viable  and  the  non- 
viable fetus.  In  fact,  one  of  the  above-cited  au- 
thors predicts  that: 

“Eventually  all  jurisdictions  will  allow  re- 
covery for  prenatal  injuries,  eliminating  for- 
ever the  viability  requirement.  And  though 
the  change  may  not  be  as  immediate,  the 
wrongful  death  statutes  will  be  construed 
to  likewise  sustain  a cause  of  action  for 
deaths  occurring  as  a result  of  prenatal  in- 
juries, abrogating  the  viability  rule  and 
eliminating  the  necessity  for  live  birth. ”* 

Summary  and  Conclusions 

The  law  of  torts,  being  a branch  of  civil  rather 
than  criminal  law,  is  not  directly  related  to  the 
criminal  aspects  of  illegal  abortion.  Illegal  abor- 
tion, under  the  criminal  code,  has  its  own  punish- 
ment and,  of  course,  such  criminality  must  be 
proved.  It  is  highly  unlikely  that  any  therapeutic 
abortion,  performed  in  good  faith  by  a licensed 
medical  practitioner  for  a valid  medical  reason, 
and  supported  by  the  opinions  of  other  quali- 
fied physicians,  would  occasion  much  risk  of 
legal  liability,  except  insofar  as  it  might  be  neg- 
ligently performed  and  fall  short  of  usual  and 
customary  medical  practice  standards,  in  the  con- 
text of  ordinary  medical  malpractice. 

But  as  indications  for  “therapeutic”  abortion 
are  broadened  to  include  more  and  more  non- 
medical, or  “social,”  reasons,  the  question  of 
medical  justification  arises. 


The  trend  in  legal  interpretation  has  been  to- 
ward expanding  the  rights  of  the  unborn  child, 
especially  whenever  it  is  to  the  child’s  advan- 
tage to  do  so,  as  for  example  when  a wrongful 
prenatal  injury  might  mean  a lifelong  disability, 
or  when  his  death  might  be  wrongfully  caused. 

Since  in  a number  of  jurisdictions  a right  of 
recovery  for  wrongful  prenatal  death  has  been 
established,  in  all  likelihood  there  will  be  future 
attempts  at  recovery  for  wrongful  death  due  to 
medically  unjustified  abortion.  (This  is  not  en- 
tirely without  precedent,  since  at  least  one  case 
has  been  reported  in  which  a husband  recovered 
from  an  illegal  abortionist,  who  had  performed 
an  abortion  upon  his  wife  without  the  husband’s 
consent,  on  the  basis  of  “paternal  annoyance”!4) 

Heretofore,  the  unborn  child  has  been  almost 
totally  dependent  upon  existing  abortion  statutes 
for  his  legal  protection.  Lately  the  drive  for  re- 
laxation or  repeal  of  these  laws,  and  the  changed 
public  attitude  toward  abortion,  have  deprived 
him  of  a great  deal  of  this  protection.  But  with 
further  development  and  clarification  of  the 
common  or  nonstatutory  law,  which  in  effect 
would  extend  the  civil  rights  of  the  unborn  child, 
it  is  probable  that  some  degree  of  legal  protec- 
tion will  be  restored.  For  certainly  it  seems  that 
even  the  remote  possibility  of  allowing  recovery 
for  wrongful  death  due  to  medically  unjustifiable 
abortion  should  go  a long  way  toward  insuring 
that  the  procedure  will  be  used  with  the  utmost 
discretion  and  with  proper  medical  safeguards, 
including  not  only  medical  indications  but  neces- 
sary consultation  and  informed  consent  of  all 
interested  parties. 

Until  such  time  as  the  courts  have  unequivoc- 
ally spelled  out  the  legal  rights  of  the  unborn, 
and  until  the  right  to  life  of  the  unborn  child 
from  conception  onward  is  fully  recognized  in 
the  common  or  nonstatutory  law,  restrictive 
abortion  statutes  for  the  protection  of  unborn 
human  life  will  be  necessary.  For,  as  has  been 
amply  demonstrated  in  states  in  which  abortion 
laws  have  been  “liberalized,”  professional  medi- 
cal ethics  and  innate  respect  for  nascent  human 
life  are  totally  insufficient  to  provide  such  pro- 
tection. 
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HOUSE  MAJORITY  LEADER  BURTON  BARR'S  INTEREST  IN  HEALTH  CARE 


In  a recent  speech  to  representatives  of  the 
Arizona  Hospital  Association  the  Honorable 
Burton  Barr,  House  Majority  Leader  of  the  Ari- 
zona Legislature,  urged  elimination  of  financing 
of  indigent  health  care  by  the  counties  and  the 
spread  of  these  costs  and  of  hospital-sponsored 
educational  programs  from  the  present  inequit- 
able method  to  a broader  base  of  tax  support 
by  the  state  and  federal  governments.  Your  Edi- 
tor believes  that  organized  medicine  should  sup- 
port this  position. 

Mr.  Barr  indicated  that  he  was  perplexed  by 
a number  of  problems  including  1)  full  utiliza- 
tion of  all  hospitals,  2)  whether  hospitals  repre- 
sent private  enterprises  or  quasi-monopolistic 
systems,  3)  why  the  patient  must  go  to  the  hos- 
pital his  doctor  works  in  rather  than  to  the  one 
he  wants  to  go  to,  4)  why  every  doctor  isn’t 
automatically  on  the  staff  of  every  hospital,  in- 
cluding the  University  Hospital  when  he’s  li- 


censed to  practice  in  Arizona,  and  5 ) why  a hos- 
pital without  expensive  educational,  research 
and  indigent  care  responsibilities  charges  the 
same  rates  as  hospitals  with  such  programs. 

Medicine  is  obviously  not  a monolithic  system. 
Patients  usually  want  to  go  to  the  hospital  of 
their  choice  if  they  can  have  their  own  physi- 
cian or  to  specialty  facilities  if  recommended  to 
do  so.  It  is  physically  impossible  for  a physician 
to  serve  in  every  hospital  in  Airzona  let  alone  in 
more  than  several  hospitals  in  his  own  commun- 
nity.  Hospital  organizations  also  vary  according 
to  their  missions,  and  these  may  be  simple  or 
very  complex. 

The  Arizona  Health  Planning  Authority  will 
be  charged  with  formulating  a health  plan  for 
Arizona,  and  Arizona  physicians  are  encouraged 
to  assume  an  active  role  in  this  process.  We  can 
help  Mr.  Barr  in  many  ways. 

John  R.  Green,  M.D. 
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JOHN  J.  STANDIFER,  M.D. 
PRESIDENT 


DR.  JACK  LAYTON 

As  he  leaves  the  position  of  Acting  Dean  of 
the  University  of  Arizona  College  of  Medicine 
and  returns  to  his  post  as  Head  of  the  Depart- 
ment of  Pathology,  I want  to  express  my  appre- 
ciation for  the  many  services  Dr.  Layton  has  per- 
formed for  medicine  in  Arizona.  He  has  been  a 
real  force  for  unity  in  medicine.  His  efforts  have 
been  very  effective  in  helping  prevent  gown 
and  town  splits  in  our  state.  He  has  actively 
worked  to  promote  the  interests  of  patients  and 
physicians  in  the  furtherance  of  private  prac- 
tice. 


Dr.  Layton  has  served  on  the  Medical  Educa- 
tion Committee  of  the  Arizona  Medical  Associa- 
tion with  the  dedication  one  would  expect  of  an 
excellent  professional  educator,  but  also  with  a 
remarkable  insight  into  the  problems  and  needs 
of  the  private  physician.  He  has  brought  a deep 
concern  for  the  high  quality  of  medical  care. 

In  the  Governmental  Services  Committee,  Dr. 
Layton  has  been  as  concerned  as  the  most  inde- 
pendent private  physician  with  the  inroads  of 
government  into  the  practice  of  medicine.  He 
has  been  deeply  concerned  with  the  forces  and 
stresses  exerted  on  medical  practice  and  has  used 
his  knowledge  and  wisdom  to  help  meet  the 
problems  we  face. 

Dr.  Layton  has  attended  the  ArMA  Board  of 
Directors  meetings  as  a guest  of  the  board  when- 
ever his  schedule  permitted  and  contributed  to 
the  deliberations  of  that  body  whenever  his  ex- 
pertise was  requested.  He  has  consulted  freely 
on  medical  education  requirements  of  ArMA, 
relations  with  medical  students,  and  relations 
with  higher  education  in  general.  In  many  ways 
his  influence  has  contributed  to  the  well-being 
of  medicine  in  Arizona. 

During  the  time  Dr.  Layton  has  served  as  Act- 
ing Dean  he  has  been  President-Elect  and  now 
President  of  the  American  Society  of  Clinical 
Pathologists.  He  has  served  on  the  National  Path- 
ology Advisory  Council  for  the  Veterans  Admin- 
istration as  a member  of  the  Board  of  Regents 
of  the  National  Library  of  Medicine,  and  as  a 
delegate,  to  ArMA’s  House  of  Delegates,  from 
Pima  County,  among  other  positions. 

Most  of  all,  Jack,  you  have  been  a friendly, 
intelligent,  wise  human  being,  concerned  with 
your  fellow  man  and  your  profession,  and  we 
all  wish  you  well  as  you  leave  the  Dean’s  office 
and  thank  you  for  your  many  services  to  medi- 
cine, particularly  in  Arizona,  during  your  time 
in  that  office.  We  look  forward  to  continued 
association  with  you  in  your  future  capacity. 
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OFFICE  OF  MEDICAL  EDUCATION 


The  College  of  Medicine’s  capacity  to  serve 
its  community  was  increased  this  summer  with 
the  addition  of  an  Office  of  Medical  Education. 
In  charge  of  the  office  will  be  Bernard  Revsin, 
Ed.D. 

The  principal  purpose  of  this  new  facility  is  to 
provide  departments  and  faculty  members  with 
definitive  resources  from  the  field  of  Education. 

More  specifically,  it  will  be  the  responsibility 
of  the  personnel  of  the  office  to  make  themselves 
available  to  those  who  request  their  assistance 
in  such  educational  tasks  as  test  construction  and 
analysis,  instructional  methodology,  curriculum 
development,  evaluation  of  educational  pro- 
grams, and  the  design  and  implementation  of 
appropriate  research. 

The  philosophical  criterion  upon  which  the 
office  is  based  may  be  summarized  in  a word  — 
SERVICE.  Such  service  will  take  many  forms 
but  its  essence  will  be  to  provide  educational 
processes  for  the  content  of  Medical  Education. 

Although  having  these  services  directly  avail- 
able to  departments  and  individual  faculty  mem- 
bers by  an  office  which  is  an  integral  part  of  the 
organizational  structure  of  the  College  of  Medi- 


cine is  a new  development  at  this  institution, 
such  a feature  has  been  incorporated  into  many 
U.S.  and  Canadian  medical  schools  since  1959. 
And,  more  recently,  several  European  institutions 
devoted  to  the  training  of  physicians  have  im- 
plemented such  a resource. 

The  first  offices  of  this  kind  were  created  four 
months  apart  as  a part  of  an  experiment  to  test 
the  feasibility  of  providing  such  resources  di- 
rectly to  medical  schools.  This  experiment  was 
sponsored  by  the  Commonwealth  Fund  in  con- 
junction with  the  Medical  College  of  Virginia  in 
Richmond  and  the  University  of  Illinois  College 
of  Medicine  in  Chicago.  The  former  was  headed 
by  Edwin  F.  Rozinski,  Ed.D.  and  the  latter  by 
George  E.  Miller,  M.D. 

The  value  of  having  a “resident  educator”  as 
part  of  the  staff  of  a medical  school  has  been 
tested  in  many  different  organizational  config- 
urations. Some  have  begun  as  outright  depart- 
ments or  divisions  of  their  respective  schools  with 
corresponding  autonomy  and  responsibility. 
Some  have  started  operation  as  well-staffed,  re- 
search-oriented  structures,  either  as  part  of  or 
closely  allied  with  their  parent  institution.  Others 
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such  as  this  one,  have  started  less  ostentatiously 
with  the  idea  of  working  cooperatively  with  the 
other  educational  service  structures  already  in 
existence.  In  the  case  of  the  College  of  Medi- 
cine this  means  that  the  newly  created  Office 
of  Medical  Education  will  work  closely  with  the 
Audio-Visual  facility,  the  Library,  the  Film  and 
Television  service,  and  the  Multidisciplinary  La- 
boratories. 

Another  advantage  of  having  a “resident  edu- 
cator” will  be  his  ability  to  muster  appropriate 
resources  from  other  colleges  of  the  University 
and  other  universities,  bringing  them  together 
to  bear  on  problems  which  may  arise  within 
the  College  of  Medicine.  The  key  to  effective 
utilization  of  such  a resource  is  the  ability  of 
its  personnel  to  serve  as  an  interface  between 
the  needs  of  Medical  Education  and  the  re- 
sources available  within  the  field  of  Education. 

This  suggests  the  need  for  a person  sufficiently 
conversant  with  both  fields  to  function  accord- 
ingly. Both  the  Physician  who  has  taken  addi- 
tional training  in  Education  and  the  professional 
Educator  who  has  received  training  in  Medical 
Education  have  functioned  successfully  in  the 


role.  The  College  of  Medicine  has  chosen  a pro- 
fessional Educator  with  ten  years  of  experience 
in  Medical  Education  to  staff  its  new  office  of 
medical  education. 

Dr.  Revsin  is  a native  Philadelphian  who  re- 
ceived his  formal  education  at  Temple  Univer- 
sity. In  1962  he  was  invited  by  the  Philadelphia 
Health  Department  to  design,  implement  and 
evaluate  training  programs  for  their  personnel. 

Between  1965  and  1970  Dr.  Revsin  was  with 
the  Division  of  Research  in  Medical  Education 
at  the  School  of  Medicine  of  the  University  of 
Southern  California.  He  left  the  position  of  Assis- 
tant Director  there  to  become  Associate  Dean 
of  the  College  of  Allied  Health  Professions  at 
Temple  University,  where  he  served  until  this 
past  summer.  He  arrived  in  Tucson  to  start  the 
College  of  Medicine’s  Office  of  Medical  Educa- 
tion on  July  1. 
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REVIEW  ORGANIZATIONS 


SECTION  249F  OF  H.R.  1 
AS  PASSED  BY  THE  HOUSE  AND 
SENATE 

OCTOBER  17,  1972 


Declaration  of  Purpose 

In  order  to  promote  the  effective,  efficient, 
and  economical  delivery  of  health  care  services 
of  proper  quality  for  which  payment  can  be 
made,  in  whole  or  in  part,  under  the  Social  Se- 
curity Act  and  in  recognition  of  the  interests  of 
patients,  the  public,  practitioners,  and  providers 
in  improved  health  care  services,  it  is  the  pur- 
pose of  this  program  to  assure,  through  the  ap- 
plication of  suitable  procedures  of  professional 
standards  review,  that  the  services  for  which 
payment  would  be  made  conform  to  appropriate 
professional  standards  for  the  provision  of  health 
care  and  that  payment  for  these  services  will  be 
made  ( 1 ) only  when,  and  to  the  extent,  medic- 
ally necessary,  as  determined  in  the  exercise  of 
reasonable  limits  of  professional  discretion;  and 
(2)  in  the  case  of  services  provided  by  a hos- 
pital or  other  health  care  facility  on  an  inpatient 
basis,  only  when  and  for  the  period  these  serv- 
ices cannot,  consistent  with  professionally  rec- 
ognized health  care  standards,  effectively  be 
provided  on  an  outpatient  basis  or  more  econom- 
ically in  an  inpatient  health  care  facility  of  a 
different  type,  as  determined  in  the  exercise  of 
reasonable  limits  of  professional  discretion. 

Designation  of  Professional  Standards 
Review  Organizations 

Agreements  with  PSRO's 

The  Secretary  will  ( 1 ) not  later  than  January 
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1,  1974,  establish  throughout  the  United  States 
appropriate  areas  with  respect  to  which  Profes- 
sional Standards  Review  Organizations  can  be 
designated,  and  (2)  at  the  earliest  practicable 
date  after  designation  of  an  area  enter  into  an 
agreement  with  a qualified  organization  whereby 
the  organization  will  be  conditionally  designated 
as  the  PSRO  for  the  area.  If,  on  the  basis  of  its 
performance  during  the  period  of  conditional 
designation  the  Secretary  determines  that  the  or- 
ganization is  capable  of  fulfilling,  in  a satisfac- 
tory manner,  the  obligations  and  requirements 
for  a PSRO,  he  will  enter  into  an  agreement 
with  the  organization  designating  it  as  the  PSRO 
for  the  area. 

Qualified  Organizations  Defined 

The  term  “qualified  organization”  means  ( 1 ) 
when  used  in  connection  with  any  area  (a)  an 
organization  ( i ) which  is  a non-profit  profes- 
sional association,  or  a component  organization, 
(ii)  which  is  composed  of  licensed  doctors  of 
medicine  or  osteopathy  engaged  in  the  practice 
of  medicine  or  surgery  in  the  area,  (iii)  the 
membership  of  which  includes  a substantial  pro- 
portion of  all  these  physicians  in  the  area,  (iv) 
which  is  organized  in  a manner  which  makes 
available  professional  competence  to  review 
health  care  services  of  the  types  and  kinds  with 
respect  to  which  PSROs  have  review  responsi- 
bilities under  this  program,  (v)  the  membership 
of  which  is  voluntary  and  open  to  all  doctors  of 
medicine  or  osteopathy  licensed  to  engage  in 
the  practice  of  medicine  or  surgery  in  the  area 
without  requirement  of  membership  in  or  pay- 
ment of  dues  to  any  organized  medical  society 
or  association,  and  (vi)  which  does  not  restrict 
the  eligibility  of  any  member  for  service  as  an 
officer  of  the  PSRO  or  eligibility  for  and  assign- 
ment to  duties  of  the  PSRO,  or  subject  to  fol- 


lowing provisions  relating  to  time  for  eligibility, 
(b)  another  public,  non-profit  private,  or  other 
agency  or  organization,  which  the  Secretary  de- 
termines, in  accordance  with  criteria  prescribed 
by  him  in  regulations,  to  be  of  professional  com- 
petence and  otherwise  suitable;  and  (2)  an  or- 
ganization which  the  Secretary,  on  the  basis  of 
his  examination  and  evaluation  of  a formal  plan 
submitted  to  him  by  the  association,  agency,  or 
organization,  as  well  as  on  the  basis  of  other 
relevant  data  and  information,  finds  to  be  willing 
to  perform  and  capable  of  performing,  in  an 
effective,  timely,  and  objective  manner  and  at 
reasonable  cost,  the  duties,  functions,  and  ac- 
tivities of  a PSRO  required  by  this  program. 

Priority  of  Designation 

The  Secretary  will  not  enter  into  any  agree- 
ment which  would  designate  as  the  PSRO  for 
any  area  any  organization  other  than  an  organi- 
zation which  is  a non-profit  professional  associa- 
tion or  component  association  ( ( 1 ) ( a ) above ) 
prior  to  January  1,  1976,  nor  after  that  date,  un- 
less, in  the  area  there  is  no  such  organization 
which  has  submitted  a proper  plan  and  has  been 
determined  to  be  willing  and  capable  of  per- 
forming the  duties  of  a PSRO  in  a timely  and 
effective  manner. 

Agreement  Renewal 

Whenever  the  Secretary  enters  into  an  agree- 
ment to  designate  as  the  PSRO  for  any  area  any 
organization  other  than  a non-profit  professional 
association,  he  will  not  renew  the  agreement  with 
that  organization  if  he  determined  that  ( a ) there 
is  in  the  area  a non-profit  professional  associa- 
tion which  (1)  has  not  been  previously  desig- 
nated as  a PSRO,  and  (2)  is  willing  to  enter 
into  an  agreement  under  which  the  organization 
will  be  designated  as  the  PSRO  for  the  area;  ( b ) 
the  organization  meets  the  conditions  of  eligibil- 
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ity  relating  to  the  submission  of  a proper  plan 
and  willingness  and  capability;  and  (c)  the  des- 
ignation of  the  organization  as  the  PSRO  for 
the  area  is  anticipated  to  result  in  substantial 
improvement  in  the  performance  in  the  area  of 
the  duties  and  functions  required  of  these  organ- 
izations. 

Termination 

Any  agreement  under  this  program  with  an 
organization,  other  than  a trial  period  agreement, 
will  be  for  a term  of  12  months;  except  that, 
prior  to  the  expiration  of  that  term,  the  agree- 
ment can  be  terminated  (a)  by  the  organization 
at  the  time  and  upon  notice  to  the  Secretary 
as  prescribed  in  regulations,  except  that  notice 
of  more  than  3 months  cannot  be  required;  or 
(b)  by  the  Secretary  at  the  time  and  upon  rea- 
sonable notice  to  the  organization  as  prescribed 
in  regulations,  but  only  after  the  Secretary  has 
determined,  after  providing  the  organization 
with  an  opportunity  for  a formal  hearing  on  the 
matter,  that  the  organization  is  not  substantially 
complying  with  or  effectively  carrying  out  the 
provisions  of  the  agreement. 

In  order  to  avoid  duplication  of  functions  and 
unnecessary  review  and  control  activities,  the 
Secretary  is  authorized  to  waive  any  or  all  of 
the  review,  certification,  or  similar  activities 
otherwise  required  under  any  provision  of  the 
Social  Security  Act,  other  than  this  program; 
where  he  finds,  on  the  basis  of  substantial  evi- 
dence of  the  effective  performance  of  review 
and  control  activities  by  PSRO’s,  that  the  review, 
certification,  and  similar  activities  otherwise  re- 
quired are  not  needed  for  the  provision  of  ade- 
quate review  and  control. 

In  the  case  of  agreement  entered  into  prior 
to  January  1,  1976,  under  which  any  organiza- 
tion is  designated  as  the  PSRO  for  any  area,  the 
Secretary  will,  prior  to  entering  into  the  agree- 
ment, inform,  under  regulations  of  the  Secre- 
tary, the  doctors  of  medicine  or  osteopathy  who 
are  in  active  practice  in  the  area  of  the  Secre- 
tary’s intention  to  enter  into  the  agreement  with 
the  organization. 

If,  within  a reasonable  period  of  time  follow- 
ing the  service  of  this  notice,  more  than  10  per- 
cent of  these  doctors  in  the  area  object  to  the 
Secretary’s  entering  into  the  agreement  with  the 
organization  on  the  ground  that  the  organiza- 
tion is  not  representative  of  doctors  in  the  area, 
the  Secretary  will  conduct  a poll  of  the  doctors 
to  determine  whether  or  not  the  organization  is 


representative  of  the  doctors  in  the  area.  If  more 
than  70  percent  of  the  doctors  responding  to  the 
poll  indicate  that  the  organization  is  not  repre- 
sentative, the  Secretary  cannot  enter  itno  the 
agreement  with  the  organization. 

Review  Pending  Designation  of 
Professional  Standards  Review 
Organization 

Conditional  Status  of  PSRO 

Pending  the  assumption  by  a PSRO  for  any 
area,  of  full  review  responsibility,  and  pending 
a demonstration  of  capacity  for  improved  review 
effort  with  respect  to  matters  involving  the  pro- 
vision of  health  care  services  in  the  area,  for 
which  payment,  in  whole  or  in  part,  can  be  made 
under  the  Social  Security  Act,  any  review  with 
respect  to  these  services  which  has  not  been 
designated  by  the  Secretary  as  the  full  responsi- 
bility of  the  organization  will  be  reviewed  in 
the  manner  otherwise  provided  for  under  law. 

Trial  Period  for  Professional  Standards 
Review  Organization 

Trial  Period.-  Requirements 

The  Secretary  will  initially  designate  an  or- 
ganization as  a PSRO  for  any  area  on  a condi- 
tional basis  with  a view  to  determining,  the 
capacity  of  the  organization  to  perform  the  du- 
ties and  functions  imposed  on  PSROs.  The  des- 
ignation cannot  be  made  prior  to  receipt  from 
the  organization  and  approval  by  the  Secretary 
of  a formal  plan  for  the  orderly  assumption  and 
implementation  of  the  responsibilities  of  the 
PSRO. 

Progressive  Implementation 

During  the  trial  period,  which  cannot  exceed 
24  months,  the  Secretary  can  require  a PSRO 
to  perform  only  those  of  the  duties  and  func- 
tions required  under  this  program  as  he  deter- 
mines the  organization  to  be  capable  of  per- 
forming. The  number  and  type  of  these  duties 
will,  during  the  trial  period,  be  progressively 
increased  as  the  organization  becomes  capable 
of  added  responsibility  so  that,  by  the  end  of 
the  trial  period,  the  organization  will  be  con- 
sidered a qualified  organization  only  if  the  Sec- 
retary finds  that  it  is  substantially  carrying  out 
in  a satisfactory  manner  the  activities  and  func- 
tions required  of  PSROs  with  respect  to  the  re- 
view of  health  care  services  provided  or  ordered 
by  physicians  and  other  practitioners  and  insti- 
tutional and  other  health  care  facilities,  agencies, 
and  organizations.  Any  of  the  duties  and  func- 
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tions  not  performed  by  the  organization  during 
this  period  will  be  performed  in  the  manner 
and  to  the  extent  otherwise  provided  for  under 
law. 

Any  agreement  under  which  any  organization 
is  conditionally  designated  as  the  PSRO  for  any 
area  can  be  terminated  by  the  organization  upon 
90  days  notice  to  the  Secretary  or  by  the  Secre- 
tary upon  90  days  notice  to  the  organization. 
Duties  and  Functions  of  Professional 
Standards  Review  Organizations 

Types  of  Duties  & Purpose 

Notwithstanding  any  other  provision  of  law, 
but  consistent  with  these  provisions,  it  would 
be,  subject  to  the  following  provisions  relating 
to  scope  of  review,  the  duty  and  functions  of 
each  PSRO  for  any  area  to  assume,  at  the  earliest 
date  practicable,  responsibility  for  the  review  of 
the  professional  activities  in  the  area  of  physi- 
cians and  other  health  care  practitioners  and  in- 
stitutional and  noninstitutional  providers  of 
health  care  services  in  the  provision  of  health 
care  services  and  items  for  which  payment  can 
be  made,  in  whole  or  in  part,  under  the  Social 
Security  Act  for  the  purpose  of  determining 
whether  (a)  the  services  and  items  are  or  were 
medically  necessary;  ( b ) the  quality  of  the  serv- 
ices meets  professionally  recognized  standards 
of  health  care;  and  (c)  in  case  the  services  and 
items  are  proposed  to  be  provided  in  a hospital 
or  other  health  care  facility  on  an  inpatient 
basis,  the  services  and  items  can,  consistent  with 
the  provision  of  appropriate  medical  care,  be  ef- 
fectively provided  on  an  outpatient  basis  or  more 
economically  in  an  inpatient  health  care  facility 
of  a different  type. 

Authority  For  Elective  Admissions 

Each  PSRO  will  have  the  authority  to  deter- 
mine, in  advance,  in  the  case  of  any  elective 
admission  to  a hospital  or  other  health  care  faci- 
lity or  any  other  health  care  service  which  con- 
sists of  extended  or  costly  courses  of  treatment, 
whether  the  service,  if  provided,  or  if  provided 
by  a particular  health  care  practitioner  or  by  a 
particular  hospital  or  other  health  care  facility, 
organization,  or  agency,  will  meet  the  above  cri- 
teria. 

Each  PSRO  will,  in  accordance  with  regula- 
tions of  the  Secretary,  determine  and  publish, 
from  time  to  time,  the  types  and  kinds  of  cases, 
whether  by  type  of  health  care  or  diagnosis  in- 
volved, or  whether  in  terms  of  other  relevant 
criteria  relating  to  the  provision  of  health  care 


services,  with  respect  to  which  the  organization 
will,  in  order  most  effectively  to  carry  out  the 
purposes  of  this  program,  exercise  the  above 
preadmission  approval  authority. 

Patient  and  Physician  Profiles 
Each  PSRO  will  be  responsible  for  the  ar- 
ranging for  the  maintenance  of  and  regular 
review  of  profiles  of  care  and  services  received 
and  provided  with  respect  to  patients,  utilizing 
to  the  greatest  extent  practicable  in  these  patient 
profiles,  methods  of  coding  which  provide  maxi- 
mum confidentiality  as  to  patient  identity  and 
assure  objective  evaluation  consistent  with  the 
purposes  of  this  program.  Profiles  also  will  be 
regularly  reviewed  on  an  ongoing  basis  with 
respect  to  each  health  care  practitioner  and  pro- 
vider to  determine  whether  the  care  and  serv- 
ices ordered  or  rendered  are  consistent  with  the 
above  criteria. 

Reviewer  Qualificaiions 
Physicians  assigned  responsibility  for  the  re- 
view of  hospital  care  may  be  only  those  having 
active  hospital  staff  privileges  in  at  least  one  of 
the  participating  hospitals  in  the  area  served  by 
the  PSRO  and,  except  as  otherwise  provided 
below,  the  physicians  ordinarily  should  not  be 
responsible  for,  but  may  participate  in  the  review 
of  care  and  services  provided  in  any  hosiptal  in 
which  the  physicians  have  active  staff  privileges. 

No  physician  will  be  permitted  to  review 
health  care  services  provided  to  a patient  if  he 
was  directly  or  indirectly  involved  in  providing 
the  services,  or  health  care  services  provided  in 
or  by  an  institution,  organization,  or  agency,  if 
he  or  any  member  of  his  family  has,  directly  or 
indirectly,  any  financial  interest  in  the  institu- 
tion, organization,  or  agency. 

For  the  above  purposes,  a physician’s  family 
includes  only  his  spouse,  other  than  a spouse 
who  is  legally  separated  from  him  under  a de- 
cree of  divorce  or  separate  maintenance,  chil- 
dren, including  legally  adopted  children,  grand- 
children, parents,  and  grandparents. 

Use  of  Specialisfs 

To  the  extent  necessary  or  appropriate  for  the 
proper  performance  of  its  duties  and  functions, 
the  PSRO  serving  any  area  will  be  authorized 
in  accordance  with  regulations  prescribed  by  the 
Secretary  to  ( 1 ) make  arrangements  to  utilize 
the  services  of  persons  who  are  practitioners  of 
or  specialists  in  the  various  areas  of  medicine, 
including  dentistry,  or  other  types  of  health  care, 
which  persons  will,  to  the  maximum  extent  prac- 
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ticable,  be  individuals  engaged  in  the  practice  of 
their  profession  within  the  area  served  by  the 
organization;  (2)  undertake  professional  inquiry 
either  before  or  after,  or  both  before  and  after, 
the  provision  of  services  with  respect  to  which 
the  organization  has  a responsibility  for  review; 
(3)  examine  the  pertinent  records  of  any  practi- 
tioner or  provider  of  health  care  services  provid- 
ing services  with  respect  to  which  the  organiza- 
tion has  a responsibility  for  review;  and  (4) 
inspect  the  physical  facilities  in  which  care  is 
rendered  or  services  provided,  and  which  are 
located  in  the  area,  of  any  practitioner  or  pro- 
vider. 

No  PSRO  can  utilize  the  services  of  any  indi- 
vidual who  is  not  a duly  licensed  doctor  of  medi- 
cine or  osteopathy  to  make  final  determinations 
in  accordance  with  its  duties  and  functions  with 
respect  to  the  professional  conduct  of  any  other 
duly  licensed  doctor  of  medicine  or  osteopathy, 
or  any  act  performed  by  any  duly  licensed  doc- 
tor of  medicine  or  osteopathy  in  the  exercise  of 
his  profession. 

Encouragement  of  Physician  Participation 

In  order  to  familiarize  physicians  with  the  re- 
view functions  and  activities  of  PSROs  and  to 
promote  acceptance  of  these  functions  and  ac- 
tivities by  physicians,  patients,  and  other  per- 
sons, each  PSRO,  in  carrying  out  its  review  re- 
sponsibilities, will,  to  the  maximum  extent  con- 
sistent with  the  effective  and  timely  performance 
of  its  duties  and  functions  ( 1 ) encourage  all 
physicians  practicing  their  profession  in  the  area 
served  by  the  organization  to  participate  as  re- 
viewers in  the  review  activities  of  the  organiza- 
tion; (2)  provide  rotating  physician  membership 
of  review  committees  on  an  extensive  and  con- 
tinuing basis;  ( 3 ) assure  that  membership  on  re- 
view committees  has  the  broadest  representation 
feasible  in  terms  of  the  various  types  of  practice 
in  which  physicians  engage  in  the  area  served 
by  the  organization;  and  ( 4 ) utilize,  whenever 
appropriate,  medical  periodicals  and  similar  pub- 
lications to  publicize  the  functions  and  activities 
of  PSROs. 

Use  of  Hospital  Review  Committees 

Each  PSRO  will  utilize  the  services  of,  and 
accept  the  findings  of,  the  review  committees 
of  a hospital  or  other  operating  health  care  faci- 
lity or  organization  located  in  the  area  served 
by  the  organization,  but  only  when  and  only  to 
the  extent  and  only  for  the  time  that  the  com- 


mittees in  the  hospital  or  other  operating  health 
care  facility  or  organization  have  demonstrated 
to  the  satisfaction  of  the  organization  their  capa- 
city effectively  and  in  timely  fashion  to  review 
activities  in  the  hospital  or  other  operating  health 
care  facility  or  organization  including  the  medi- 
cal necessity  of  admissions  types  and  extent  of 
services  ordered,  and  lengths  of  stay,  so  as  to 
aid  in  accomplishing  the  purposes  and  responsi- 
bilities of  the  PSRO,  except  where  the  Secretary 
disapproves,  for  good  cause,  this  acceptance. 

The  Secretary  can  prescribe  regulations  to 
carry  out  the  above  provisions. 

An  agreement  entered  into  between  the  Sec- 
retary and  any  organization  under  which  the 
organization  is  designated  as  the  PSRO  for  any 
area  will  provide  that  the  organization  will  (a) 
perform  the  duties  and  functions  and  assume  the 
responsibilities  and  comply  with  those  other  re- 
quirements required  by  this  program  or  under 
regulations  of  the  Secretary  promulgated  to  carry 
out  this  program  and  (b)  collect  the  data  rele- 
vant to  its  functions  and  the  information  and 
keep  and  maintain  the  records  in  the  form  the 
Secretary  requires  to  carry  out  the  purposes  of 
this  program  and  to  permit  access  to  and  use 
of  these  records  as  the  Secretary  requires. 

Such  an  agreement  with  an  organization  will 
provide  that  the  Secretary  make  payments  to  the 
organization  equal  to  the  amount  of  expenses 
reasonably  and  necessarily  incurred  as  deter- 
mined by  the  Secretary,  by  the  organization  in 
carrying  out  or  preparing  to  carry  out  the  du- 
ties and  functions  required  by  the  agreement. 

Notwithstanding  any  other  provisions,  the  re- 
sponsibility for  review  of  health  care  services 
of  any  PSRO  would  be  the  review  of  health 
care  services  provided  by  or  in  institutions,  unless 
the  organization  has  made  a request  to  the  Secre- 
tary that  it  be  charged  with  the  duty  and  func- 
tion of  reviewing  other  health  care  services  and 
the  Secretary  has  approved  this  request. 

Norms  of  Healih  Care  Services  for  Various 
Illnesses  or  Health  Conditions 

Each  PSRO  will  apply  professionally  devel- 
oped norms  of  care  diagnosis  and  treatment 
based  upon  typical  patterns  of  practice  in  its 
regions  ( including  typical  lengths-of-stay  for  in- 
stitutional care  by  age  and  diagnosis)  as  prin- 
cipal points  of  evaluation  and  review.  The  Na- 
tional Professional  Standards  Review  Council 
and  the  Secretary  will  provide  the  technical  as- 
sistance to  the  organization  which  will  be  helpful 
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in  utilizing  and  applying  these  norms  of  care, 
diagnosis,  and  treatment.  Where  the  actual 
norms  of  care,  diagnosis,  and  treatment  in  a 
PSRO  area  are  significantly  different  from  pro- 
fessionally developed  regional  norms  of  care, 
diagnosis,  and  treatment  approved  for  compar- 
able conditions,  the  PSRO  concerned  would  be 
so  informed.  In  the  event  that  appropriate  con- 
sultation and  discussion  indicate  reasonable  basis 
for  usage  of  other  norms  in  the  area  concerned, 
the  PSRO  can  apply  those  norms  in  the  area 
as  are  approved  by  the  National  Professional 
Standards  Review  Council. 

Types  of  Norms 

The  norms  with  respect  to  treatment  for  par- 
ticular illnesses  or  health  conditions  will  include 
( 1 ) the  types  and  extent  of  the  health  care 
services  which,  taking  into  account  differing,  but 
acceptable,  modes  of  treatment  and  methods  of 
organizing  delivering  care,  are  considered  with- 
in the  range  of  appropriate  diagnosis  and  treat- 
ment of  the  illness  or  health  condition,  consistent 
with  professionally  recognized  and  accepted  pat- 
terns of  care;  ( 2 ) the  type  of  health  care  facility 
which  is  considered,  consistent  with  these  stan- 
dards, to  be  the  type  in  which  health  care  serv- 
ices which  are  medically  appropriate  for  the 
illness  or  condition  can  most  economically  be 
provided. 

Preparation  and  Distribution 

The  National  Professional  Standards  Review 
Council  will  provide  for  the  preparation  and  dis- 
tribution, to  each  PSRO  and  to  each  other  agency 
or  person  performing  review  functions  with  re- 
spect to  the  provision  of  health  care  services 
under  the  Social  Security  Act,  of  appropriate 
materials  indicating  the  regional  norms  to  be 
utilized.  This  data  concerning  norms  will  be  re- 
viewed and  revised  from  time  to  time.  The  ap- 
proval of  the  National  Professional  Standards 
Review  Council  of  norms  of  care,  diagnosis,  and 
treatment  will  be  based  on  its  analysis  of  ap- 
propriate and  adequate  data. 

Purpose 

Each  review  organization,  agency,  or  person 
will  utilize  the  norms  as  a principal  point  of 
evaluation  and  review  for  determining,  with 
respect  to  any  health  care  services  which  have 
been  or  are  proposed  to  be  provided,  whether 
the  care  and  services  are  consistent  with  the 
criteria  specified  under  this  amendment. 

Certification  of  Inpatient  Care 

Each  PSRO  will  ( a ) in  accordance  with  regu- 


lations of  the  Secretary,  specify  the  appropriate 
points  in  time  after  the  admission  of  a patient 
for  inpatient  care  in  a health  care  institution 
at  which  the  physician  attending  the  patient  will 
executive  a certification  stating  that  further  in- 
patient care  in  the  institution  will  be  medically 
necessary  effectively  to  meet  the  health  care 
needs  of  the  patient;  and  (b)  require  that  there 
be  included  in  any  certification  with  respect  to 
any  patient  the  information  necessary  to  enable 
the  organization  properly  to  evaluate  the  medi- 
cal necessity  of  the  further  institutional  health 
care  recommended  by  the  physician  executing 
the  certification. 

The  points  in  time  at  which  any  certification 
will  be  required  ( usually,  not  later  than  the  50th 
percentile  of  length-of-stay  for  patients  in  simi- 
lar age  groups  with  similar  diagnoses)  will  be 
consistent  with  and  based  on  professionally  de- 
veloped norms  of  care  and  treatment  and  data 
developed  with  respect  to  length  of  stay  in  health 
care  institutions  of  patients  having  various  ill- 
nesses, injuries,  or  health  conditions,  and  requir- 
ing various  types  of  health  care  services  or  pro- 
cedures. 

Submission  of  Reports  by  Professional 
Standards  Review  Organizations 

If,  in  discharging  its  duties  and  functions,  any 
PSRO  determines  that  any  health  care  practi- 
tioner or  any  hospital,  or  other  health  care  facil- 
ity, agency,  or  organization  has  violated  any  of 
the  obligations  imposed  below,  the  organization 
will  report  the  matter  to  the  Statewide  Profes- 
sional Standards  Review  Council  for  the  state  in 
which  the  organization  is  located  together  with 
the  recommendations  of  the  organization  as  to 
the  action  which  should  be  taken  with  respect 
to  the  matter.  Any  Statewide  Professional  Stan- 
dards Review  Council  receiving  such  a report 
and  recommendation  will  review  them  and 
promptly  transmit  the  report  and  recommenda- 
tion to  the  Secretary  together  with  any  additional 
comments  or  recommendations  it  deems  appro- 
priate. The  Secretary  can  utilize  a PSRO  in  lieu 
of  program  review  teams  which  are  authorized 
in  H.R.  1 in  order  to  determine  whether  serv- 
ices which  have  been  supplied  were  substan- 
tially in  excess  of  needs  or  harmful  or  of  a gross- 
ly inferior  quality. 

Requirement  of  Review  Approval  as 
Condition  of  Payment  of  Claims 

Except  as  provided  below,  no  federal  funds 
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appropriated  under  any  title  of  the  Social  Secur- 
ity Act,  other  than  Title  V ( Maternal  and  Child 
Health),  for  the  provision  of  health  care  services 
or  items  will  be  used,  directly  or  indirectly,  for 
the  payment  of  any  claim  for  the  provision  of 
the  services  or  items,  unless  the  Secretary  deter- 
mines that  the  claimant  is  without  fault,  if  ( 1 ) 
the  provision  of  the  services  or  items  is  subject 
to  review  by  any  PSRO,  or  other  agency;  and 
(2)  the  organization  or  other  agency  has,  in  the 
proper  exercise  of  its  duties  and  functions,  dis- 
approved of  the  services  or  items  giving  rise  to 
the  claim,  and  has  notified  the  practitioner  or 
provider  who  provided  or  proposed  to  provide 
the  services  or  items  and  the  individual  who 
would  receive  or  was  proposed  to  receive  the 
services  or  items  of  its  disapproval  of  the  pro- 
vision of  the  services  or  items. 

Whenever  any  PSRO,  in  the  discharge  of  its 
duties  and  functions,  disapproves  of  any  health 
care  services  or  items  furnished  or  to  be  fur- 
nished by  any  practitioner  or  provider,  the  or- 
ganization will,  after  notifying  the  practitioner, 
provider,  or  other  organization  or  agency  of  its 
disapproval,  promptly  notify  the  agency  or  or- 
ganization having  responsibility  for  acting  upon 
claims  for  payment  for  or  on  account  of  the 
services  or  items. 

Hearings  and  Review  by  Secretary 

Any  beneficiary  or  recipient  who  is  entitled  to 
benefits  under  the  Social  Security  Act  (other 
than  under  Title  V)  or  a provider  or  practi- 
tioner who  is  dissatisfied  with  a determination 
with  respect  to  a claim  made  by  a PSRO  in  carry- 
ing out  its  responsibilities  for  the  review  of 
professional  activities,  will,  after  being  notified 
of  the  determination,  be  entitled  to  a reconsidera- 
tion of  this  determination  by  the  PSRO.  Where 
the  PSRO  reaffirms  the  determination  in  a state 
which  has  established  a Statewide  Professional 
Standards  Review  Council,  and  where  the  mat- 
ter in  controversy  is  $100  or  more,  the  deter- 
mination will  be  reviewed  by  professional  mem- 
bers of  the  Council  and,  if  the  Council  so  deter- 
mines, revised. 

Where  the  determination  of  the  Statewide  Pro- 
fessional Standards  Review  Council  is  adverse 
to  the  beneficiary  or  recipient  (or,  in  the  ab- 
sence of  the  Council  in  a state  and  where  the 
matter  in  controversy  is  $100  or  more),  the  bene- 
ficiary or  recipient  will  be  entitled  to  a hearing 
by  the  Secretary  as  is  provided  under  the  Social 
Security  Act  presently,  and,  where  the  amount 


in  controversy  is  $1,000  or  more,  to  judicial  re- 
view of  the  Secretary’s  final  decision  after  such 
hearing  as  is  also  provided  under  the  Social 
Security  Act.  The  Secretary  will  render  a decision 
only  after  appropriate  professional  consultation 
on  the  matter. 

Any  review  or  appeals,  as  provided  above, 
will  be  in  lieu  of  any  review,  hearing,  or  appeal 
under  the  Social  Security  Act  with  respect  to 
that  claim. 

Obligations  of  Health  Care  Practitioners 
and  Providers  of  Health  Care  Services; 
Sanctions  and  Penalties; 

Hearings  and  Review 

Obligations 

It  will  be  the  obligation  of  any  health  care 
practitioner  and  any  other  person,  including  a 
hospital  or  other  health  care  facility,  organiza- 
tion, or  agency,  who  provides  health  care  serv- 
ices for  which  payment  can  be  made,  in  whole 
or  in  part,  under  the  Social  Security  Act,  to  as- 
sure that  services  or  items  ordered  or  provided 
by  the  practitioner  or  person  to  beneficiaries 
and  recipients  under  the  Social  Security  Act  ( a ) 
will  be  provided  only  when,  and  to  the  extent, 
medically  necessary;  (b)  will  be  of  a quality 
which  meets  professionally  recognized  standards 
of  health  care;  and  (c)  will  be  supported  by 
evidence  of  medical  necessity  and  quality  in  the 
form  and  fashion  and  at  the  time  reasonably  re- 
quired by  the  PSRO  in  the  exercise  of  its  duties 
and  responsibilities.  It  will  be  the  obligation  of 
any  health  care  practitioner,  in  ordering,  author- 
izing, directing,  or  arranging  for  the  provision 
by  any  other  person,  including  a hospital  or  other 
health  care  facility,  organization,  or  agency, 
of  health  care  services  for  any  patient  of  the 
practitioner,  to  exercise  his  professional  responsi- 
bility with  a view  to  assuring,  to  the  extent  of 
his  influence  or  control  over  the  patient,  the 
person,  or  the  provision  of  the  services,  that  the 
services  or  items  will  be  provided  ( c ) only  when, 
and  to  the  extent,  medically  necessary;  and  (d) 
will  be  of  a quality  which  meets  professionally 
recognized  standards  of  health  care. 

Further  Obligations 

Each  health  care  practitioner,  and  each  hos- 
pital or  other  provider  of  health  care  services, 
will  have  an  obligation,  within  reasonable  limits 
of  professional  discretion  not  to  take  any  action, 
in  the  exercise  of  his  profession,  in  the  case  of 
any  health  care  practitioner,  or  in  the  conduct 
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of  its  business  in  the  case  of  any  hospital  or  other 
such  provider,  which  will  authorize  any  indi- 
vidual to  be  admitted  as  an  inpatient  in  or  to 
continue  as  an  inpatient  in  any  hospital  or  other 
health  care  facility  unless  (a)  inpatient  care  is 
determined  by  the  practitioner  and  by  the  hos- 
pital or  other  provider,  consistent  with  profes- 
sionally recognized  health  care  standards,  to  be 
medically  necessary  for  the  proper  care  of  the 
individual;  and  ( b ) ( 1 ) the  inpatient  care  re- 
quired by  the  individual  cannot,  consistent  with 
these  standards,  be  provided  more  economically 
in  a health  care  facility  of  a different  type;  or 
(2)  in  the  case  of  a patient  who  requires  care 
which  can,  consistent  with  these  standards,  be 
provided  more  economically  in  a health  care 
facility  of  a different  type,  there  is,  in  the  area  in 
which  the  individual  is  located,  no  such  facility 
or  no  such  facility  which  is  available  to  provide 
care  to  the  individual  at  the  time  when  care  is 
needed  by  him. 

Grounds  for  Exclusion 

If  after  reasonable  notice  and  opportunity  for 
discussion  with  the  practitioner  or  provider 
concerned,  any  PSRO  submits  a report  and  rec- 
ommendations to  the  Secretary,  through  the 
Statewide  Professional  Standards  Review  Coun- 
cil, if  such  a Council  has  been  established,  which 
would  promptly  transmit  the  report  and  recom- 
mendations together  with  any  additional  com- 
ments and  recommendations  it  deems  appro- 
priate, and  if  the  Secretary  determines  that  the 
practitioner  or  provider,  in  providing  health  care 
services  over  which  the  organization  has  review 
responsibility  and  for  which  payment  in  whole 
or  in  part,  can  be  made  under  the  Social  Se- 
curity Act  has  (a)  by  failing,  in  a substantial 
number  of  cases,  substantially  to  comply  with 
any  obligation  imposed  on  him  under  this  pro- 
gram, or  (b)  by  grossly  and  flagrantly  violating 
any  obligation  in  one  or  more  instances,  demon- 
strated an  unwillingness  or  a lack  of  ability  sub- 
stantially to  comply  with  these  obligations,  he  ( in 
addition  to  any  other  sanction  provided  under 
law)  can  exclude  (permanently  or  for  a period 
as  the  Secretary  prescribes)  the  practitioner  or 
provider  from  eligibility  to  provide  these  services 
on  a reimbursable  basis. 

Effective  Date  of  Secretary's  Determinations 

The  above  determination  made  by  the  Secre- 
tary will  be  effective  at  the  time  and  upon  such 
reasonable  notice  to  the  public  and  to  the  per- 
son furnishing  the  services  involved  as  may  be 


specified  in  regulations.  The  determination  will 
be  effective  with  respect  to  services  furnished 
to  an  individual  on  or  after  the  effective  date 
of  the  determination,  except  that  in  the  case  of 
institutional  health  care  services  the  determina- 
tion will  be  effective  in  the  manner  provided 
under  medicare  with  respect  to  terminations  of 
provider  agreements,  and  will  remain  in  effect 
until  the  Secretary  finds  and  gives  reasonable 
notice  to  the  public  that  the  basis  for  the  deter- 
mination has  been  removed  and  that  there  is 
reasonable  assurance  that  it  will  not  recur. 

Alternative  Penalty 

In  lieu  of  the  above  authorized  sanction,  the 
Secretary  can  require  that,  as  a condition  to  the 
continued  eligibility  of  the  practitioner  or  pro- 
vider to  provide  health  care  services  on  a reim- 
bursable basis,  the  practitioner  or  provider  pay 
to  the  United  States,  in  case  the  acts  or  con- 
duct involved  the  provision  or  ordering  of  health 
care  services  which  were  medically  improper  or 
unnecessary,  an  amount  not  in  excess  of  the 
actual  or  estimated  cost  of  the  medically  im- 
proper or  unnecessary  services  so  provided,  or 
if  less,  $5,000.  This  amount  can  be  deducted 
from  any  sums  owing  by  the  United  States  to 
the  person  from  whom  the  amount  is  claimed. 

Review  of  Secretary's  Decision 

Any  person  furnishing  services  which  are  sub- 
ject to  a determination  by  the  Secretary  and  who 
is  dissatisfied  with  the  determination,  will  be 
entitled  to  reasonable  notice  and  oppoi’tunity  for 
a hearing  by  the  Secretary  and  to  judicial  review 
of  the  Secretary’s  final  decision  after  such  hear- 
ing as  is  provided  in  the  Social  Security  Act. 

It  will  be  the  duty  of  each  PSRO  and  each 
Statewide  Professional  Standards  Review  Coun- 
cil to  use  the  authority  or  influence  it  possesses 
as  a professional  organization,  and  to  enlist  the 
support  of  any  other  professional  or  govern- 
mental organization  having  influence  or  author- 
ity over  health  care  practitioners  and  any  other 
person,  including  a hospital  or  other  health  care 
facility,  organization,  or  agency,  providing  health 
care  services  in  the  area  served  by  the  review 
organization,  in  assuring  that  each  practitioner 
or  provider  providing  health  care  services  in  the 
area  comply  with  all  obligations  imposed  on  him 
under  this  program. 

Notice  to  Pracitioner  or  Provider 

Whenever  any  PSRO  takes  any  action  or 
makes  any  determination  ( 1 ) which  denies  any 
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request,  by  a health  care  practitioner  or  other 
provider  of  health  care  services,  for  approval  of 
a health  care  service  or  item  proposed  to  be 
ordered  or  provided  by  the  practitioner  or  pro- 
vider; or  (2)  that  any  practitioner  or  provider 
has  violated  any  obligation  imposed  on  him,  the 
organization  will,  immediately  after  taking  the 
action  or  making  the  determination,  give  notice 
to  the  practitioner  or  provider  of  the  determina- 
tion and  the  basis  for  it,  and  provide  him  with 
appropriate  opportunity  for  discussion  and  re- 
view of  the  matter. 

Statewide  Professional  Standards  Review 
Councils;  Advisory  Groups  to  such  Councils 
Authorization 

In  any  state  in  which  there  are  located  3 
or  more  PSROs,  the  Secretary  will  establish  a 
Statewide  Professional  Standards  Review  Coun- 
cil. 

Membership 

The  membership  of  these  Councils  will  be  ap- 
pointed by  the  Secretary  and  will  consist  of  (a) 
one  representative  from  and  designated  by  each 
PSRO  in  the  state;  (b)  4 physicians,  2 of  whom 
can  be  designated  by  the  state  medical  society 
and  2 of  whom  can  be  designated  by  the  state 
hospital  association;  and  (c)  4 persons  knowl- 
edgeable in  health  care  from  the  state  whom 
the  Secretary  will  select  as  representatives  of  the 
public  in  the  state,  at  least  2 of  whom  will  have 
been  recommended  for  membership  on  the  Coun- 
cil by  the  Governor  of  the  state. 

Duties 

It  will  be  the  duty  and  function  of  the  State- 
wide Professional  Standards  Review  Council  for 
any  state,  in  accordance  with  regulations  of  the 
Secretary,  to  coordinate  the  activities  of,  and  dis- 
seminate information  and  data  among,  the  vari- 
ous PSROs  within  the  state,  including  assisting 
the  Secretary  in  the  development  of  uniform 
data  gathering  procedures  and  operating  proce- 
dures applicable  to  the  several  areas  in  the  state, 
including,  where  appropriate,  common  data  pro- 
cessing operations  serving  several  or  all  areas, 
to  assure  efficient  operation  and  objective  eva- 
luation of  comparative  performance  of  the  sev- 
eral areas,  to  assist  the  Secretary  in  evaluating 
the  performance  of  each  PSRO,  and  where  the 
Secretary  finds  it  necessary  to  replace  a PSRO, 
to  assist  him  in  developing  and  arranging  for  a 
qualified  replacement  PSRO. 

The  Secretary  will  be  authorized  to  enter  into 
an  agreement  with  any  state  Council  under 


which  the  Secretary  will  make  payments  to  the 
Council  equal  to  the  amount  of  expenses  reason- 
ably and  necessarily  incurred,  as  determined  by 
the  Secretary,  by  the  Council  in  carrying  out  the 
duties  and  functions  described  above. 

Advisory  Council 

The  Statewide  Professional  Standards  Review 
Council  for  any  state  (or  in  a state  which  does 
not  have  such  a Council,  the  PSROs  which  have 
agreements  with  the  Secretary)  will  be  advised 
and  assisted  in  carrying  out  its  functions  by  an 
advisory  group  of  not  less  than  7 nor  more  than 
11  members,  which  will  be  made  up  of  repre- 
sentatives of  health  care  practitioners,  other  than 
physicians,  and  hospitals  and  other  health  care 
facilities  which  provide  within  the  state  health 
care  services  for  which  payment  can  be  made 
under  any  program  established  by  or  under  the 
Social  Security  Act. 

The  Secretary  will  provide  by  regulations  the 
manner  in  which  members  of  the  advisory  group 
will  be  selected  by  the  Statewide  Professional 
Standards  Review  Council  (or  PSROs  in  states 
without  these  Councils). 

The  expenses  reasonably  and  necessarily  in- 
curred, as  determined  by  the  Secretary,  by  this 
group  in  carrying  out  its  duties  and  functions 
will  be  considered  to  be  expenses  necessarily 
incurred  by  the  Statewide  Professional  Standards 
Review  Council  served  by  the  group. 

National  Professional  Standards 
Review  Council 

Establishment 

The  program  will  require  the  establishment 
of  a National  Professional  Standards  Review 
Council  which  will  consist  of  11  physicians,  not 
otherwise  employed  by  the  United  States,  and 
appointed  by  the  Secretary  without  regard  to 
the  provisions  of  the  United  States  Code  gov- 
erning appointments  in  the  competitive  service. 

Members  of  the  Council  will  be  appointed 
for  a term  of  3 years  and  will  be  eligible  for 
reappointment. 

The  Secretary  will  from  time  to  time  desig- 
nate one  of  the  members  of  the  Council  to  serve 
as  Chairman. 

Membership 

Members  of  the  Council  will  consist  of  physi- 
cians of  recognized  standing  and  distinction  in 
the  appraisal  of  medical  practice.  A majority  of 
the  members  will  be  physicians  who  have  been 
recommended  to  the  Secretary  to  serve  on  the 
Council  by  national  organizations  recognized  by 
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the  Secretary  as  repi  eventing  practicing  physi- 
cians of  recognized  standing  and  distinction  in 
elude  physicians  who  have  been  recommended 
for  membership  on  the  Council  by  consumer 
groups  and  other  health  care  interests. 

The  Council  will  be  authorized  to  utilize,  and 
the  Secretary  will  make  available,  or  arrange 
for,  the  technical  and  professional  consultative 
assistance  required  to  carry  out  its  functions. 
The  Secretary  will,  in  addition,  make  available 
to  the  Council  the  secretarial,  clerical,  and  other 
assistance  and  pertinent  data  prepared  by,  for,  or 
otherwise  available  to,  the  Department  of  HEW 
as  the  Council  requires  to  carry  out  its  functions. 

Members  of  the  Council,  while  serving  on 
business  of  the  Council,  will  be  entitled  to  re- 
ceive compensation  at  a rate  fixed  by  the  Secre- 
tary, but  not  in  excess  of  the  daily  rate  paid  for 
grade  GS-18,  including  traveltime;  and  while 
serving  away  from  their  homes  or  regular  places 
of  business,  they  can  be  allowed  travel  expenses, 
including  per  diem  in  lieu  of  subsistence. 

Duties 

It  will  be  the  duty  of  the  Council  to  ( 1 ) ad- 
vise the  Secretary  in  the  administration  of  this 
program;  (2)  provide  for  the  development  and 
distribution,  among  Statewide  Professional  Stan- 
dards Review  Councils  and  PSROs,  of  informa- 
tion and  data  which  will  assist  these  review 
councils  and  organizations  in  carrying  out  their 
duties  and  functions;  (3)  review  and  operations 
of  Statewide  Professional  Standards  Review 
Councils  and  PSROs  with  a view  to  determin- 
ing their  effectiveness  and  comparative  perform- 
ance in  carrying  out  the  purposes  of  this  pro- 
gram; and  (4)  make  or  arrange  for  the  making 
of  studies  and  investigations  with  a view  to  de- 
veloping and  recommending  to  the  Secretary 
and  to  the  Congress  measures  designed  more  ef- 
fectively to  accomplish  the  purposes  and  objec- 
tives of  this  program. 

Report 

The  National  Professional  Standards  Review 
Council  will  from  time  to  time,  but  not  less  often 
than  annually,  submit  to  the  Secretary  and  to 
the  Congress  a report  on  its  activities  and  will 
include  in  this  report  the  findings  of  its  stu- 
dies and  investigations  together  with  any  recom- 
mendations it  has  with  respect  to  the  more  effec- 
tive accomplishment  of  the  purposes  and  objec- 
tives of  this  program.  This  report  will  also  con- 
tain comparative  data  indicating  the  results  of 
review  activities  conducted  in  each  state. 


Application  of  This  Amendment  to 
Certain  State  Programs  Receiving 
Federal  Financial  Assistance 

In  addition  to  the  requirements  imposed  by 
law  as  a condition  of  approval  of  a state  plan 
approved  under  any  title  of  the  Social  Security 
Act  under  which  health  care  services  are  paid 
for,  in  whole  or  part,  with  federal  funds,  there 
will  be  imposed  the  requirement  that  provisions 
of  this  program  apply  to  the  operation  of  such 
a plan  or  program. 

Effective  Date 

The  requirement  imposed  above  with  respect 
to  those  state  plans  approved  under  the  Social 
Security  Act  will  apply  ( 1 ) in  the  case  of  any 
plan  where  legislative  action  by  the  state  legis- 
lature is  not  necessary  to  meet  the  require- 
ment, on  and  after  January  1,  1974,  and  (2) 
in  the  case  of  any  plan  where  legislative  action 
by  the  state  legislature  is  necessary  to  meet  the 
requirement,  whichever  of  the  following  is  earlier 
(a)  on  and  after  July  1,  1974,  or  (b)  on  and 
after  the  first  day  of  the  calendar  month  which 
first  commences  more  than  90  days  after  the 
close  of  the  first  regular  session  of  the  legis- 
lature of  the  state  which  begins  after  December 
31,  1973. 

Correlation  of  Functions  Between 
Professional  Standards  Review 
Organizations  and  Administrative 
Instrumentalities 

The  Secretary,  by  regulations,  will  provide  for 
the  correlation  of  activities,  the  interchange  of 
data  and  information,  and  other  cooperation  con- 
sistent with  economical,  efficient,  coordinated 
and  comprehensive  implementation  of  this  pro- 
gram, including,  but  not  limited  to,  usage  of 
existing  mechanical  and  other  data-gathering 
capacity,  between  and  among  (a)  (1)  agencies 
and  organizations  which  are  parties  to  agree- 
ments entered  into  under  Part  A of  medicare, 
( 2 ) carriers  which  are  parties  to  contracts  enter- 
ed into  under  Part  B of  medicare,  and  (3)  any 
other  public  or  private  agency,  other  than  a 
PSRO,  having  review  or  control  functions,  or 
proven  relevant  data-gathering  procedures  and 
experience,  and  (b)  PSROs,  as  necessary  or  ap- 
propriate for  the  effective  administration  of 
medicare  or  state  plans  approved  under  the 
Social  Security  Act. 

Prohibition  Against  Disclosure  of 
Information 

Any  data  or  information  acquired  by  any 
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PSRO  in  the  exercise  of  its  duties  and  functions 
will  be  held  in  confidence  and  cannot  be  dis- 
closed to  any  person  except  ( a ) to  the  extent 
that  may  be  necessary  to  carry  out  the  purposes 
of  this  program,  or  ( b ) in  those  cases  and  under 
those  circumstances  as  the  Secretary  would  pro- 
vide by  regulations  to  assure  adequate  protec- 
tion of  the  rights  and  interests  of  patients,  health 
care  practitioners,  or  providers  of  health  care. 

Penally 

It  will  be  unlawful  for  any  person  to  disclose 
this  information  other  than  for  the  above  pur- 
poses, and  any  person  violating  these  provisions 
will,  upon  conviction,  be  fined  not  more  than 
$1,000,  and  imprisoned  for  not  more  than  6 
months,  or  both,  together  with  the  costs  of  pro- 
secution. 

Limilalion  on  Liability  for 
Persons  Providing  Information 

Notwithstanding  any  other  provision  of  law, 
no  person  providing  information  to  any  PSRO 
will  be  held,  by  reason  of  having  provided  the 
information,  to  have  violated  any  criminal  law, 
or  to  be  civilly  liable  under  any  law,  of  the 
United  States  or  of  any  state  unless  ( 1 ) the 
information  is  unrelated  to  the  performance  of 
the  duties  and  functions  of  the  organization,  or 
(2)  the  information  is  false  and  the  person  pro- 
viding the  information  knew,  or  had  reason  to 
believe,  that  it  was  false. 

No  individual  who,  as  a member  or  employee 
of  any  PSRO  or  who  furnishes  professional  coun- 
sel or  services  to  the  organization,  will  be  held 
by  reason  of  the  performance  by  him  of  any 
duty,  function,  or  activity  authorized  or  required 
of  PSROs,  to  have  violated  any  criminal  law, 
or  to  be  civilly  liable  under  any  law,  of  the 
United  States  or  of  any  state  provided  he  has 
exercised  due  care. 

The  above  provisions  will  not  apply  with  re- 
spect to  any  action  taken  by  any  individual  if 
the  individual,  in  taking  the  action,  was  mo- 
tivated by  malice  toward  any  person  affected  by 
his  action. 

Protection  for  Compliance  With  Norms 

No  doctor  of  medicine  or  osteopathy  and  no 
provider,  including  directors,  trustees,  em- 
ployees, or  officials  of  providers,  of  health  care 
services  will  be  civilly  liable  to  any  person  un- 
der any  law  of  the  United  States  or  of  any  state 
on  account  of  any  action  taken  by  him  in  com- 
pliance with  or  reliance  upon  professionally  de- 


veloped norms  of  care  and  treatment  applied  by 
a PSRO  operating  in  the  area  where  the  doctor 
of  medicine  or  osteopathy,  or  provider  took  the 
action,  but  only  if  ( 1 ) he  takes  the  action,  in  the 
case  of  a doctor  of  medicine  or  osteopathy,  in 
the  exercise  of  his  profession  as  a health  care 
practitioner,  or  in  the  case  of  a provider  of 
health  care  services,  in  the  exercise  of  his  func- 
tions as  a provider  of  health  care  services,  and 
(2)  he  exercised  due  care  in  all  professional 
conduct  taken  or  directed  by  him  and  reason- 
ably related  to,  and  resulting  from,  the  actions 
taken  in  compliance  with  or  reliance  upon  the 
professionally  accepted  norms  of  care  and  treat- 
ment. 

Authorization  for  Use  of  Certain  Funds 
to  Administer  the  Provisoins  of 
This  Amendment 

Allocation 

Expenses  incurred  in  the  administration  of  this 
program  will  be  payable  from  ( 1 ) funds  in  the 
Federal  Hospital  Insurance  Trust  Fund;  (2) 
funds  in  the  Federal  Supplementary  Medical 
Trust  Fund;  and  (3)  funds  appropriated  to  carry 
out  the  health  care  provisions  of  the  several 
titles  of  the  Social  Security  Act;  in  such  amounts 
from  each  of  the  above  sources  of  funds  as  the 
Secretary  deems  to  be  fair  and  equitable  after 
taking  into  consideration  the  costs  attributable  to 
the  administration  of  this  program  with  respect 
to  each  of  the  plans  and  programs. 

Technical  Assistance  to  Organizations 
Desiring  to  be  Designated  as  Professional 
Standards  Review  Organizations 

The  Secretary  will  be  authorized  to  provide 
all  necessary  technical  and  other  assistance,  in- 
cluding the  preparation  of  prototype  plans  of 
organization  and  operation,  to  organizations 
which:  express  a desire  to  be  designated  as  a 
PSRO;  and  which  the  Secretary  determines  have 
a potential  for  meeting  the  requirements  of  a 
PSRO;  to  assist  these  organizations  in  develop- 
ing a proper  plan  to  be  submitted  to  the  Secre- 
tary and  otherwise  in  preparing  to  meet  the 
requirements  for  designation  as  a PSRO. 

Exemptions  of  Christian  Science 
Sanatoriums 

The  provisions  of  this  program  will  not  apply 
with  respect  to  a Christian  Science  sanatorium 
operated,  or  listed  and  certified,  by  the  First 
Church  of  Christ,  Scientist,  Boston,  Massachu- 
setts. 
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GOOD  SAMARITAN  FROM  ARIZONA  WE  THANK  YOU 


October  26,  1972 

Bruce  Robinson,  Executive  Secretary 
Arizona  Medical  Association 
810  West  Bethany  Home  Road 
Phoenix,  Arizona  85013 

Dear  Mr.  Robinson: 

It  was  only  another  car  wreck  on  the  road 
between  Grand  Junction  and  Escalante  Canyon; 
but  good  fortune  put  two  physicians  in  the 
next  car  down  that  Colorado  highway. 

The  doctors  from  Phoenix,  Arizona  were  due 
at  a medical  conference  many  miles  away  and 
yet  what  they  did  on  that  rocky  road  last  August 
15th  is  as  fine  an  act  as  men  can  render.  All 
who  have  knowledge  of  the  case  are  certain  that 
grimmer  results  would  have  been  inevitable  with- 
out the  immediate  assistance  of  these  skilled  men. 

Not  only  were  all  the  right  things  done,  but 
over  and  above  this  they  followed  the  ambulance 
into  Grand  Junction,  having  told  the  driver  to 
stop  at  any  time  the  patient  seemed  to  need 
assistance.  When  they  saw  her  carried  into  St. 
Mary’s  Hospital  and  into  the  hands  of  an  ortho- 
pedic surgeon  then,  and  only  then,  did  they  head 
their  car  for  Aspen  again.  All  this  was  done 
without  any  mention  of  their  names. 

I do  not  know  what  these  two  physicians 
accomplished  in  Aspen,  but  down  here  they 
were  Good  Samaritans  to  whom  the  grateful 
family  and  friends  of  Margaret  Veatch  ( the 
young  wife  who  was  strapped  in  that  car  as  it 
rolled  over  five  times)  will  be  beholden  for- 
ever. 

It  is  men  like  these  who  make  me  proud  to 
be  a physician.  Please  thank  them  and  the  Ari- 
zona Medical  Association  of  which  they  are  a 
part. 

Sincerely, 

James  R.  Wilson,  M.D. 


ARIZONA  MEDICINE 


A DEMOGRAPHIC  SURVEY  OF 
PHYSICIANS  IN  ARIZONA- 1972 

A.  B.  HUMPHREY,  Ph.D. 

K.  L.  BROWN,  M.S. 

INTRODUCTION 

Among  the  major  concerns  facing  the  resi- 
dents of  Arizona  including  recipients,  providers, 
payors  and  political  representatives  are  the  de- 
ficiencies in  our  current  health  delivery  system; 
such  as,  the  ever-increasing  costs,  the  accessi- 
bility, availability  and  standards  of  quality  of 
health  care.  The  attention  of  many  health  and 
health-related  organizations,  both  public  and 
private,  at  all  levels  is  being  focused  on  solutions 
to  these  problems. 

Within  the  Arizona  Regional  Medical  Pro- 
gram a number  of  health  manpower  and  facili- 
ties surveys  have  been  and  are  being  conducted 
to  collect  baseline  data  to  aid  in  identifying 
health  needs.  Since  physicians  are  a focal  point 
in  the  health  care  system,  information  regarding 
their  geographic  distribution,  specialty  and  pa- 
tient load  is  essential  in  developing  solutions  to 
the  health  problems.  Accordingly,  a demographic 
survey  of  physicians*  was  conducted  in  Arizona 
in  January,  1972.  This  report  contains  the  sum- 
mary results  of  that  survey. 

METHODOLOGY 
Data  Collection  and  Analysis 

A questionnaire  was  sent  to  all  physicians  li- 
censed and  practicing  in  Arizona  as  of  January, 
1972.  There  was  a 78.8  percent  response  with 
no  follow-up  on  non-responses.  Arizona,  for  ana- 
lysis purposes,  was  divided  into  four  areas  refer- 
red to  as  Northern,  Maricopa,  Pima  and  South- 
ern. The  counties  making  up  these  areas  are  as 
follows; 


“Includes  only  Doctors  of  Medicine. 


Areas  Counties 

Northern  — Mohave,  Coconino,  Apache,  Navajo, 
Yavapai 

Maricopa  — Maricopa 
Pima  — Pima 

Southern  — Yuma,  Gila,  Santa  Cruz,  Greenlee, 
Pinal,  Cochise,  Graham 
Physicians  were  grouped  by  specialties  to  aid 
in  the  analysis  as  follows: 

General  Practice  — General  Practice,  General 
Preventive  Medicine,  Public  Health 
Internal  Medicine  — Allergy,  Aviation  Medicine, 
Cardiovascular  Disease,  Gastroenterology, 
Internal  Medicine,  Pediatric  Cardiology, 
Pulmonary  Disease 

Surgery  — Colon  and  Rectal  Surgery,  General 
Surgery,  Neurological  Surgery,  Orthopedic 
Surgery,  Plastic  Surgery,  Urology,  Thoracic 
Surgery 

Obstetric-Gynecology  — Obstetrics,  Gynecology 
Pediatrics  — Pediatric  Allergy,  Pediatrics 
Pathology  — Forensic  Pathology,  Pathology 
Radiology  — Diagnostic  Radiology,  Radiology, 
Therapeutic  Radiology 
Psychiatry  — Child  Psychiatry,  Psychiatry 
Ophthalmology  & Otolaryngology  — Ophthal- 
mology and  Otolaryngology 
Other  — Administrative  Medicine,  Anesthesiol- 
ogy, Dermatology,  Physical  Medicine  and 
Rehabilitation,  Occupational  Medicine, 
Emergency,  other  miscellaneous  specialties 
With  regard  to  the  response  rate  for  the  20  per- 
cent that  did  not  respond,  there  was  a measure 
of  possible  bias  available  in  that  the  physicians’ 
ages  and  the  number  of  years  since  medical 
school  graduation  are  contained  in  the  licensure 
records  of  the  Arizona  Board  of  Medical  Exam- 
iners. Inspection  of  Tables  1 and  2 indicate  very 
little  difference  between  respondents  and  non- 
respondents for  these  two  variables.  Thus,  age 
and  years  since  graduation  from  medical  school 
as  biasing  influences  with  respect  to  other  ques- 
tions in  the  survey  are  not  significant. 

RESULTS 

Geographic  Distribution 

A standard  measure  of  the  adequacy  of  health 
care  is  the  ratio  of  physicians  to  the  population 
they  serve.  The  aggregate  northern  counties 
(Table  3)  have  6.5  physicians  per  10,000  popu- 
lation primarily  due  to  the  low  ratio  of  physi- 
cians to  population  in  Apache,  Navajo  and  Mo- 
have counties.  The  differences  among  the  south- 
ern counties  are  less  extreme  with  Greenlee  and 
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TABLE  1. 

Response  Rate  by  County  Groups 

AREAS 

State  of 

Northern 

Maricopa 

Pima 

Southern 

Arizona 

Number  of  physicians  surveyed 

120 

1,426 

610 

167 

2,323 

Number  of  responses 

106 

1,117 

492 

115 

1,830 

Percent  response 

88.3 

78.3 

80.6 

68.9 

78.8 

TABLE  2. 

Average  Ago  (yrs.)  and  Years  since  Graduation 

AREAS 


Northern 

Maricopa 

Pima 

Southern 

State  of 
Arizona 

Average  Age  Total 

47.1 

48.5 

47.0 

50.5 

47.6 

Average  Age  of  Respondents 

46.6 

46.9 

47.1 

51.1 

47.2 

Average  Age  of  Non-Respondents 

48.5 

49.0 

46.9 

49,5 

48.5 

Average  number  of  years  since  medical  school 
graduation 

20.3 

19.9 

20.9 

23.4 

20.5 

Respondents 

19.8 

20.0 

21.0 

23.8 

20.5 

Non-Respondents 

21.6 

19.8 

20.8 

22.8 

20.4 

TABLE  3. 


Physician 

to  population  ratios 

— January,  1972 

AREAS 

State  of 

Northern 

Maricopa 

Pima 

Southern 

Arizona 

Physicians  per  10,000  population 

6.5 

14.5 

17.3 

6.4 

13.1 

Primary  care  physicians  per  10,000  population 

5.4 

10.5 

12.4 

5.3 

9.6 

TABLE  4. 

Percentage  of  time  reported  to  be  devoted  to  the  respective  specialties  and  the  percentage  of  physicians  per  county 

group  reporting  to  be  Board  Eligible  and  Board  Certified. 


Northern 

Maricopa 

Pima 

Southern 

State  of 
Arizona 

Percent  time  devoted  to  the  following  specialties: 

General  Practice 

42.8 

17.7 

11.8 

51.4 

19.0 

Internal  Medicine 

10.1 

15.3 

21.4 

8.1 

16.4 

Surgery 

12.1 

17.9 

18.4 

14.4 

17.5 

Obstetrics  & Gynecology 

5.8 

7.6 

6.8 

4.1 

7.1 

Pediatrics 

5.9 

5.1 

6.5 

3.0 

5.4 

Pathology 

5.5 

3.4 

3.8 

0.0 

3.4 

Radiology 

6.0 

4.1 

4.4 

6.4 

4.4 

Psychiatry 

2.1 

7.3 

6.7 

1.5 

6.5 

Ophthalmology  & Otolaryngology 

4.0 

6.0 

7.2 

4.2 

6.1 

Other 

4.8 

15.8 

13.1 

6.9 

14.0 

Total 

100.0 

100.0 

100.0 

100.0 

100.0 

Percent  M.D.s  reporting  to  be  Board  Eligible 
in  the  following  specialties: 

General  Practice 

1.9 

2.0 

3.2 

3.5 

2.4 

Internal  Medicine 

3.8 

7.5 

11.0 

1.7 

7.9 

Surgery 

4.7 

7.8 

7.7 

7.0 

7.5 

Obstetrics  & Gynecology 

.9 

2.3 

1.8 

.9 

2.0 

Pediatrics 

1.9 

2.2 

2.8 

1.7 

2.3 

Pathology 

1.9 

1.2 

1.6 

.0 

1,3 

Radiology 

3.8 

1.0 

1.8 

.0 

1,3 

Psychiatry 

.0 

3.2 

3.0 

.9 

2.8 

Ophthalmology  & Otolaryngology 

.0 

1.8 

1.4 

.0 

1.5 

Other 

.9 

4.3 

3.7 

.9 

3.7 

Total 

19.8 

33,3 

38.2 

16.5 

32.8 

Prcent  M.D.’s  reporting  to  be  Board  Certified 
in  the  following  specialties: 

General  Practice 

.9 

2.5 

3.0 

3.5 

2.6 

Internal  Medicine 

4.7 

8.6 

13.2 

4,3 

9.3 

Surgery 

9.4 

12.9 

16.0 

4,3 

13.0 

Obstetrics  & Gynecology 

.9 

4.7 

4,3 

2.6 

4,3 

Pediatrics 

3.8 

3.0 

5,3 

.9 

3.5 

Pathology 

2.8 

3.0 

3.0 

.0 

2.8 

Radiology 

5.7 

3.3 

4.1 

4.3 

3.7 

Psychiatry 

.0 

2.7 

3.9 

.0 

2.7 

Onhthalmology  & Otolaryngology 

.9 

4.2 

5,3 

1.7 

4.2 

Other 

.0 

5.6 

5.5 

2.6 

5.0 

Total 

29.2 

50.4 

63.6 

24.3 

51.1 
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Santa  Cruz  counties  having  much  lower  rates 
than  Yuma  county.  Pima  county  has  the  highest 
190  rate  due  to  the  location  of  the  Arizona 
Medical  Center  in  Tucson  which  has  physicians 
on  its  staff  of  which  75  would  be  classified  as 
providing  primary  care. 

Specialty 

As  noted  in  Table  4,  the  distribution  of  spe- 
cialties is  not  uniform  with  a high  percentage  of 
general  practitioners  in  the  non-metropolitan 
counties.  As  expected  the  specialties  are  concen- 
trated in  Maricopa  and  Pima  counties.  Also,  this 


is  where  the  concentration  of  Board  Eligible  and 
Board  Certified  physicians  are  located. 

Patient  Load 

A low  physician-to-population  rate  normally 
implied  a high  physician  patient  load.  This  vari- 
able was  defined  by  asking  the  physician:  1) 
how  many  patients  come  to  him  for  services  per 
week,  and  2)  how  many  patients  he  sees  person- 
ally per  week.  In  this  regard  the  quality  of  the 
data  is  dependent  upon  the  physician’s  response 
and  the  degree  to  which  they  equated  “patients” 
to  “visits.” 


TABLE  5. 

Average  number  and  percentage  of  patients  visits  and  patients  seen  by  county  groups 


Question  — “What  is  the  average  number  of  patients  AREAS 

coming  to  you  for  services  per  week  (office  and  State  of 


hospitals)? 

Northern 

Maricopa 

Pima 

Southern 

Arizona 

Average 

148 

115 

100 

170 

115 

0-49 

10.7 

24.4 

27.2 

9.5 

23.6 

50-  99 

18.4 

24.3 

24,3 

7.0 

23.2 

100  - 149 

22.1 

22  4 

25.9 

15.3 

22.9 

150  - 199 

27.4 

11.8 

11.7 

25,3 

13.3 

200  - 299 

12.3 

12.2 

7.0 

36.7 

12.1 

Over  300 

9.2 

5.0 

3,3 

6.2 

4.8 

Question  — “What  is  the  average  number  of  patients 
seen  by  you  personally  per  week  (office  and 
hospital)?” 

Average 

120 

100 

89 

155 

101 

0-49 

13.8 

22.2 

28.5 

12.5 

23.0 

50-  99 

24.2 

28.2 

27,5 

5.8 

26.6 

100  - 149 

21.3 

10.7 

11.1 

22.8 

12.0 

150  - 199 

28.6 

27.4 

27,3 

18.9 

26.9 

200  - 299 

9.2 

10.4 

4.3 

37.7 

10.1 

Over  300 

3.1 

1.2 

1.4 

2.2 

1.4 

TABLE  6. 

Average  number  of  patient  visits  and  patients  seen  by  specialty  and  county  groups. 


AREAS 


State  of 


Average  number  of  patients  coming  to  the  physicians 
for  services  per  week  by  specialty 

Northern 

Maricopa 

Pima 

Southern 

Arizona 

General  Practice 

168 

178 

125 

196 

170 

Internal  Medicine 

65 

113 

107 

107 

109 

Surgery 

87 

68 

70 

131 

72 

Obstetrics  & Gynecology 

150 

103 

92 

150 

104 

Pediatrics 

145 

140 

142 

184 

142 

Pathology 

312 

6 

251 

Radiology 

336 

258 

237 

208 

255 

Psychiatry 

37 

50 

34 

71 

45 

Ophthalmology  & Otolaryngology 

92 

100 

102 

152 

102 

Other 

123 

96 

83 

127 

94 

Average  number  of  patients  seen  by  the 
physician  per  week  by  specialty 


General  Practice 

161 

162 

128 

188 

160 

Internal  Medicine 

67 

86 

92 

107 

88 

Surgery 

81 

78 

74 

128 

79 

Obstetrics  & Gynecology 

135 

98 

94 

160 

101 

Pediatrics 

145 

131 

122 

200 

131 

Pathology 

215 

8 

61 

Radiology 

38 

92 

49 

80 

73 

Psychiatry 

37 

55 

33 

42 

48 

Ophthalmology  & Otolaryngology 

88 

99 

101 

119 

100 

Other 

109 

82 

84 

98 

84 
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TABLE  7. 

Use  of  Physicians’  Assistants  by  specialty  and  county  groups. 


Percent  reporting  “yes”  by  specialty  to  “are  you 
in  favor  of  the  development  of  physicians’  assistants 
is  certified  by  a recognized  agency?” 

Northern 

Maricopa 

AREAS 

Pima 

Southern 

State  of 
Arizona 

General  Practice 

41.9 

54.3 

60.8 

70.6 

56.4 

Internal  Medicine 

59.0 

75.0 

67.3 

72.2 

71.7 

Surgery 

39.3 

56.8 

69.6 

75.4 

60.7 

Obstetrics  - Gynecology 

71.3° 

71.8 

63.8 

100.0° 

70.5 

Pediatrics 

90.7° 

94.0 

100.0° 

83.0 

Pathology 

50.0° 

72.0 

74.4 

71.0 

Radiology 

80.0° 

78.9 

61.3 

60.0° 

72.7 

Psychiatry 

100.0° 

76.4 

89.1 

83,3° 

80.4 

Ophthalmology  & Otolaryngology 

65.8° 

73.0 

59.6 

90.9° 

69.0 

Other 

93.7° 

68.0 

74.5 

25.2° 

69.0 

Average 

55.6 

66.8 

70,3 

70.8 

70.2 

Percent  reporting  “yes”  by  specialty  to  “would  you 
employ  a physicians’  assistant  if  available  and 
accredited?” 

General  Practice 

33.5 

22.9 

35.6 

34.0 

27.8 

Internal  Medicine 

13.9 

35.3 

28.1 

50.0 

32.4 

Surgery 

15.2 

23.9 

27.5 

4.5 

23.8 

Obstetrics  - Gynecology 

7.9° 

42.2 

21.3 

14,3° 

34.5 

Pediatrics 

44.2° 

52.0 

56.5 

8.7° 

51.8 

Pathology 

50.0° 

43.4 

55.1 

47.5 

Radiology 

40.0° 

34,3 

38.7 

0.0° 

33.3 

Psychiatry 

29.1 

36.4 

83,3° 

31.4 

Ophthalmology  & Otolaryngology 

65.7° 

35.1 

28.6 

30,3° 

33.8 

Other 

59.1° 

31.7 

39.8 

3.7° 

33,5 

Average 

31.7 

31.7 

33.8 

25.8 

32.0 

“Based  on  less  than  five  responses. 


An  analysis  of  the  patient  load  data  reveals 
striking  differences  among  the  counties  (Table 
6).  Physicians  in  the  Southern  Area  not  only 
have  more  patient  visits  per  week  but  also  have 
a higher  proportion  of  patients  seen. 

The  average  number  of  patients  coming  to  the 
physician  for  services  was  a maximum  of  170 
patients  per  week  in  the  Southern  Area.  How- 
ever, the  range  was  from  over  200  patients  per 
week  in  Greenlee  county  to  137  patients  per  week 
in  Yuma  county.  Although  the  average  for  the 
Northern  Area  counties  was  less  ( 148  patients 
per  week)  the  range  was  more  extreme.  There 
was  an  average  of  over  300  patients  per  week 
in  Navajo  county  versus  132  patients  per  week 
in  Coconino  county. 

The  average  number  of  patients  seen  by  other 
physicians  followed  much  the  same  pattern.  The 
county  averages  in  the  Southern  Area  was  155 
patients  seen  per  week  with  a range  of  205  to 
121  patients  per  week  in  Greenlee  and  Yuma 
counties,  respectively.  The  county  average  in  the 
Northern  Area  was  greatest  in  Navajo  county 
with  310  patients  per  week  and  was  lowest  in 
Coconino  county  with  101  patients  per  week. 
(Table  5)* 

“The  number  seen  in  some  instances  is  greater  than  the  num- 
ber coming  for  services  and  is  due  to  the  manner  in  which  the 
physicians  answered  the  respective  questions. 


The  figures  in  Table  5 may  not  represent  the 
available  physician  services  since  the  number  of 
patients  seen  varies  by  specialty  (Table  6). 

SUMMARY 

This  report  is  not  presented  as  an  indepth 
study  from  which  one  can  draw  sweeping  con- 
clusions but  rather  as  the  title  implies,  a demo- 
graphic survey  of  Arizona  physicians.  It  does 
provide  some  updated  information  not  previously 
available. 

One  interesting  item  concerns  the  fact  that 
the  heavy  patient  load  of  primary  care  physicians 
has  suggested  the  utilization  of  physicians’  assis- 
tants and/or  nurse  practitioners.  Seventy  percent 
of  the  physicians  approve  the  use  of  physicians’ 
assistants  (though  the  northern  counties  were 
somewhat  lower  at  56%)  and  over  30%  stated 
they  would  hire  a physicians’  assistant  if  ap- 
propriately licensed.  Physicians’  assistants  would 
not  necessarily  be  as  heavily  utilized  by  some 
specialties  as  others  (Table  7). 

The  utilization  of  physicians’  assistants  is  sim- 
ilar across  all  specialties  with  pediatrics  indicat- 
ing the  greatest  usage  (50%).  Although  the  use 
of  physicians’  assistants,  if  approved  and  licensed 
may  not  be  the  complete  answer,  this  would 
appears  to  be  an  area  for  further  study  and  con- 
sideration. 
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ArMA  Reports 


THE  MINUTES  APPEARING  IN  THIS  SECTION  HAVE  BEEN  EDITED  TO 
CONSERVE  SPACE.  A COMPLETE  COPY  OF  THE  MINUTES  OF  ANY  MEET- 
ING WILL  BE  MAILED  TO  ANY  MEMBER  REQUESTING  THEM. 


PROFESSIONAL  COMMITTEE 

Meeting  of  the  Professional  Committee  of  the  Ari- 
zona Medical  Association,  Inc.  held  Saturday,  November 
4,  1972,  at  810  West  Bethany  Home  Road,  Phoenix, 
Arizona,  convened  at  1:37  p.m.,  Albert  G.  Wagner,  M.D., 
Chairman,  presiding. 

MINUTES 

The  minutes  of  the  meeting  held  on  July  29,  1972, 
were  approved  as  distributed. 

Actions  of  the  Board  of  Directors  during  meeting 
held  September  24,  1972  as  relate  to  the  Professional 
Committee  were  reviewed  for  information. 

SECTION  ON  EMERGENCY  CARE 

Membership 

Dr.  Schaller  introduced  Sidney  A.  Blubaugh,  M.D., 
Medical  Director,  Emergency  Room,  St.  Joseph’s  Hos- 
pital, Phoenix,  as  a new  member  to  the  Section  on 
Emergency  Care. 

Emergency  Medical  Services  — Department  of 
Public  Safety 

Dr.  Schaller  reported  for  information  that  the  Emer- 
gency Medical  Services,  House  Bill  2003,  of  the  De- 
partment of  Public  Safety  is  well  under  way.  James 
Schamadan,  M.D.  was  appointed  as  Chief  of  EMS  soon 
after  House  Bill  2003  went  into  effect.  Two  Bell  jet  heli- 
copters are  in  operation  with  five  crews  flying  missions 
throughout  Arizona. 

SECTION  ON  AGING  AND  GENERAL 
MEDICINE 

State  Pharmacy  Regulations  6.7710  and  6.7830 

Dr.  Kohl  presented  Arizona  State  Board  of  Pharmacy 


Rules  and  Regulations  6.7710  and  6.7830  as  deferred 
during  meeting  held  July  29,  1972  to  study  the  appro- 
priateness of  the  rules  and  regulations  and  to  determine 
whether  the  Association  should  request  the  Pharmacy 
Board  to  reconsider  them.  Considerable  discussion  en- 
sued. 

IT  WAS  MOVED  ARE  CARRIED  TO  TABLE  FUR- 
THER DISCUSSION  ON  THE  ARIZONA  STATE 
BOARD  OF  PHARMACY  RULES  AND  REGULA- 
TIONS 6.7710  AND  6.7830  UNTIL  A REPRESENTA- 
TIVE OF  THE  ARIZONA  STATE  BOARD  OF  PHAR- 
MACY COULD  BE  AVAILABLE  TO  DISCUSS  THE 
RULES  AND  REGULATIONS  WITH  THE  COMMIT- 
TEE. 

Autopsy 

Dr.  Kohl  informed  the  Committee  that  in  the  July 
issue  of  The  Director,  a publication  for  funeral  directors, 
it  was  noted  that  the  Illinois  court  holds  autopsy  author- 
ization law  unconstitutional,  which  permits  one  member 
of  a class  of  the  next  of  kin  to  authorize  an  autopsy, 
thereby  binding  the  other  members  of  the  class.  In  this 
case,  two  brothers  were  the  closest  surviving  relatives  of 
the  decedent.  The  brother  who  did  not  sign  the  authori- 
zation for  the  autopsy  in  no  way  consented  to  the 
autopsy  nor  was  said  brother  notified  that  the  autopsy 
was  to  take  place  until  after  it  had  been  performed. 
The  brother  who  had  not  authorized  the  autopsy  received 
a $1000  judgment  award  from  the  hospital,  as  the  court 
held  that  each  of  a number  of  persons  can  have  equal 
rights  in  the  determination  of  the  performance  of  an 
autopsy  upon  the  remains  of  a decedent.  It  is  not  known 
if  the  case  is  being  appealed  and  what  effect  this  deci- 
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sion  will  have  on  other  courts  throughout  the  country. 
RECEIVED  FOR  INFORMATION  ONLY. 

SECTION  ON  DRUG  ABUSE 

Methadone  Maintenance 

Dr.  Linkner  reported  on  the  Methadone  Maintenance 
Model  in  operation  in  Maricopa  County.  Approximately 
one  hundred  twenty  heroin  addicts  are  being  treated 
at  Valle  del  Sol  and  thirty  to  fifty  addicts  are  being 
treated  at  St.  Luke’s  Hospital.  Further,  that  currently 
there  are  approximately  3,000  heroin  addicts  in  Mari- 
copa County  and  in  excess  of  5,000  in  the  State  of 
Arizona  with  only  150  to  175  under  treatment  in  a 
federally  approved  program.  Dr.  Linkner  reported  that 
Dr.  Hollingsworth,  in  cooperation  with  CODAC,  is  seek- 
ing to  increase  the  treatment  program  in  Maricopa  Coun- 
ty to  700  addicts  with  a federal  grant. 

IT  WAS  MOVED  AND  CARRIED  TO  RECOM- 
MEND TO  THE  BOARD  OF  DIRECTORS  THE  FOL- 
LOWING RESOLUTION: 

WHEREAS,  Methadone  Maintenance  Programs  have 
proven  to  be  one  of  the  most  effective  treatment  models 
for  the  heroin  addict,  and 

WHEREAS,  There  are  estimated  to  be  3,000  heroin 
addicts  in  Maricopa  County  and  5,000  in  Arizona,  and 

WHEREAS,  There  are  approximately  150  heroin  ad- 
dicts under  federally  approved  Methadone  Maintenance 
treatment  in  Arizona  (all  in  Maricopa  County),  therefore 
be  it 

RESOLVED,  To  support  the  establishment  of  addi- 
tional federally  approved  Methadone  Maintenance  Pro- 
grams in  Arizona. 

Uniform  Controlled  Substances 

Dr.  Linkner  informed  the  Committee  that  Senator 
Holsclaw  intended  to  reintroduce  Senate  Bill  1272,  Uni- 
form Controlled  Substances  Act,  during  the  31st  Legis- 
lature, and  would  be  seeking  the  support  of  the  Asso- 
ciation. Dr.  Linkner  reviewed  the  intent  of  this  legisla- 
tion. 

IT  WAS  MOVED  AND  CARRIED  TO  RECOM- 
MEND TO  THE  LEGISLATIVE  COMMITTEE,  AF- 
TER THE  PROFESSIONAL  COMMITTEE  HAS  HAD 
AN  OPPORTUNITY  TO  REVIEW  THE  BILL  AND 
APPROVE  ITS  INTENT  BY  MAIL,  SUPPORT  OF  THE 
UNIFORM  CONTROLLED  SUBSTANCES  ACT. 

National  Legislation  — S.  3538  — Manufacturer’s 
Identification  on  Drugs 

S.  3539  — Production  Quotas  and  Import/Export 
Restrictions 

Dr.  Linkner  informed  the  Committee  that  Senate  Bill 
3538  would  require  solid  oral  form  controlled  substances 
in  Schedule  II  to  carry  a manufacturer’s  identification 
and  that  Senate  Bill  3539  would  transfer  to  Schedule  II 
any  substances  containing  amobarbital,  pentobarbital, 
secobarbital,  or  butabarbital.  Further,  he  informed  the 
Committee  of  the  AMA  position  on  both  pieces  of  legis- 
lation. It  was  determined  that  staff  would  obtain  copies 
of  both  pieces  of  legislation  for  the  Section  on  Drug 
Abuse  review  to  offer  a position  from  ArMA. 

SECTION  ON  ATHLETIC  MEDICINE 

Membership 

Dr.  Ward  presented  the  following  names  as  mem- 


bers to  the  Section  on  Athletic  Medicine: 

Drs.  Brainard,  William  C.;  Kelley,  John  J.;  Saide, 
Robert  A.;  Scott,  Frederick  C.;  Spitalny,  Lawrence  A.; 
Ward,  Neil  O.,  Chairman. 

Law  Members 

Corley,  Vaughn;  Hendrickson,  Hy,  Executive  Secre- 
tary, Interscholastic  Association;  Laing,  Ray,  Head  Foot- 
ball Coach,  Central  High  School;  Young,  Troy  L.,  As- 
sistant Trainer,  Athletic  Department,  ASU. 

Dr.  Ward  informed  the  Professional  Committee  that 
the  Section  on  Athletic  Medicine  has  held  two  Section 
meetings  since  his  appointment  with  major  emphasis  in 
four  areas: 

1.  Evaluate  the  availability  of  medical  care  for  ath- 
letes. 

2.  Recognition  and  reporting  of  sports  injuries. 

3.  Standardization  of  appropriate  medical  history  and 
physical  examination  forms  for  athletes. 

4.  A sports  medicine  bulletin/newsletter. 

Dr.  Ward  informed  the  Committee  that  the  Section 
proposes  to  develop  a sports  medicine  bulletin/news- 
letter  of  three  to  five  issues  per  year  to  approximately 
600  recipients  at  a cost  of  approximately  $500.  The  gen- 
eral format  of  this  bulletin  is  currently  under  considera- 
tion and  the  appropriate  name  will  be  selected  at  a 
later  meeting  of  the  Section. 

IT  WAS  MOVED  AND  CARRIED  TO  ALLOCATE 
$500  TO  THE  SECTION  ON  ATHLETIC  MEDICINE 
FOR  A SPORTS  MEDICINE  NEWSLETTER. 

SECTION  ON  PUBLIC  HEALTH 

Arizona  State  Health  Laboratory 

Dr.  Ganelin  reviewed  a report  from  the  Arizona  State 
Department  of  Health  dated  August  9,  1972  announc- 
ing the  curtailment  of  services  by  the  Arizona  State 
Health  Laboratory.  It  is  unfortunate  that  such  curtail- 
ment is  necessary;  however,  it  was  noted  that  the  curtail- 
ment was  made  due  to  lack  of  funds  and  only  in  areas 
where  laboratory  tests  are  readily  available  from  com- 
mercial laboratories.  RECEIVED  FOR  INFORMATION 
ONLY. 

School  Immunization  Programs 

The  proposed  rules  and  regulations  of  the  State 
Board  of  Health  relating  to  school  immunization  pro- 
grams, outlined  in  a memorandum  of  September  28, 
1972  from  Philip  M.  Hotchkiss,  D.V.M.,  M.P.H.,  Direc- 
tor, Epidemiology  and  Acute  Disease  Control  Division 
of  the  Arizona  State  Department  of  Health,  were  re- 
viewed. Dr.  Ganelin  indicated  that  several  suggestions 
were  made  as  a result  of  his  Section  on  Public  Health 
meeting  held  October  25,  1972,  and  that  he  would  trans- 
mit these  suggestions  to  the  State  Department  of  Health 
prior  to  the  next  hearing  to  be  held  on  November  30, 
1972.  RECEIVED  FOR  INFORMATION  ONLY. 

Medical  Service  to  Minors  Without  Parental  Consent 

Dr.  Ganelin  reviewed  the  letter  of  July  24,  1972  from 
the  Planned  Parenthood  Association  of  Phoenix,  Inc.  and 
recommendation  of  the  Section  on  Public  Health  made 
during  meeting  held  October  25,  1972  as  follows: 

“The  Section  determined  to  recommend  to  the 

Professional  Committee  the  following  answers  to  the 

questions  posed:  Question  number  one,  ‘Would  you 
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favor  an  across  the  board  policy  of  treatment  in  all 
medical  areas?’  Response  — the  Section  would  not 
favor  such  a policy.  Question  number  two,  ‘Would 
you  support  our  policy  of  extending  contraceptive 
services  to  minors  if  it  were  included  in  a new 
family  planning  bill  in  the  Legislature?’  Response  — 
The  Section  would  not  support  such  a policy.  Ques- 
tion number  three,  ‘Would  you  support  a bill  based 
on  the  type  of  legislation  passed  in  Minnesota?’  Re- 
sponse — The  Section  would  not  support  such  legis- 
lation.” 

Considerable  discussion  ensued. 

IT  WAS  MOVED  AND  CARRIED  THAT  THE 
PROFESSIONAL  COMMITTEE  RECOMMEND  TO 
THE  BOARD  OF  DIRECTORS  THAT  THE  ARI- 
ZONA MEDICAL  ASSOCIATION  SUPPORT  ALL 
THREE  QUESTIONS  ASKED  BY  THE  PLANNED 
PARENTHOOD  ASSOCIATION  OF  PHOENIX,  INC. 
REVERSING  THE  SECTION  ON  PUBLIC  HEALTH’S 
RECOMMENDATIONS. 

SECTION  ON  ALLIED  MEDICAL  GROUPS 

Chiropractic 

Dr.  Connor  presented  a report  on  a new  approach 
to  chiropractic.  There  was  considerable  discussion  on 
the  subject.  No  action  taken. 

SECTION  ON  SAFETY 

Dr.  Hoffmann  informed  the  Committee  for  informa- 
tion only  that  some  consideration  was  being  given  to  sub- 
mitting articles  on  home  safety  through  the  Sunday 
supplement  of  The  Arizona  Republic.  This  subject  will 
be  discussed  further  by  the  Section  on  Safety  and 
presented  during  a future  meeting  of  the  Professional 
Committee. 

SECTION  ON  ArMA-ASNA 
LIAISON/WOMAN'S  AUXILIARY 

Dr.  Payne  informed  the  Committee  that  the  Arizona 
State  Nurses’  Association’s  first  proposal  submitted  to 
the  HEW  for  a proposed  project  to  expand  a voluntary 
certification  for  continuing  education  was  denied.  The 
second  proposal  is  being  processed  at  the  present  time. 
Dr.  Payne  also  indicated  that  the  Association  is  co- 
operating in  the  Joint  Practice  Commission  with  the 
nurses  and  osteopaths  and  that  Richard  O.  Flynn,  M.D. 
is  chairman  of  the  Arizona  Joint  Practice  Commission. 
REPORT  RECEIVED  FOR  INFORMATION  ONLY. 

SECTION  ON  REHABILITATION 
MEDICINE 

Dr.  Spendlove  informed  the  Committee  that  the  Sec- 
tion on  Rehabilitation  Medicine  is  concerned  that  electro- 
myographs are  being  done  by  nonphysician  personnel. 
The  Section  is  currently  studying  the  problems  and  that 
this  may  become  a problem  for  consideration  by  the 
Professional  Committee  during  a future  meeting.  RE- 
CEIVED FOR  INFORMATION. 

SECTION  ON  MENTAL  HEALTH 

Thd  Board  of  Directors  during  meeting  held  Septem- 
ber 24,  1972  referred  back  to  the  Professional  Commit- 
tee for  further  expansion  its  recommendation  on  the 
subject  of  hypnosis  as  follows: 

IT  WAS  MOVED  AND  CARRIED  THAT  THE 
MENTAL  HEALTH  PROFESSIONALS  ARE  IN 


AGREEMENT  THAT  HYPNOSIS,  AS  A FORM  OF 
TREATMENT  FOR  EMOTIONAL  ILLNESS,  BE 
USED  ONLY  BY  A PROPERLY  TRAINED  PHYSI- 
CIAN, INCLUDING  PSYCHIATRISTS,  AND  ALSO  BY 
PROPERLY  TRAINED  CLINICAL  PSYCHOLOGISTS. 
PROPER  TRAINING  IN  THIS  REFERENCE  MEANS 
AT  LEAST  SIX  MONTHS  OF  TRAINING  AND  SUB- 
SEQUENT CERTIFICATION  OF  TRAINING  IN  AN 
APPROVED  INSTITUTION. 

Considerable  discussion  on  the  subject  of  hypnosis 
ensued  during  which  it  was  determined  that  a survey  of 
other  state  medical  associations  and  the  American  Medi- 
cal Association  should  be  made  for  their  statement  on 
hypnosis  and  further  study  by  the  Section  be  carried 
out  in  order  to  assist  in  our  determination. 

IT  WAS  MOVED  AND  CARRIED  TO  REFER  THE 
SUBJECT  OF  HYPNOSIS  BACK  TO  THE  SECTION 
ON  MENTAL  HEALTH  AND  THE  STAFF  FOR  FUR- 
THER STUDY  AND  RECOMMENDATION. 

COMMUNICATIONS 

A letter  from  the  Small  Business  Administration  was 
received  requesting  the  Association’s  comments  regard- 
ing the  establishment  of  small  business,  which  would 
provide  at  low  cost  blood  pressure  readings.  The  purpose 
would  be  to  enable  low  income  people  to  get  a “read- 
ing” at  low  cost.  No  other  service  would  be  provided 
and  no  medical  advice  would  be  given. 

IT  WAS  MOVED  AND  CARRIED  THAT  THE 
CHAIRMAN  OF  THE  PROFESSIONAL  COMMITTEE 
SHOULD  COMMUNICATE  BY  TELEPHONE  WITH 
THE  DISTRICT  DIRECTOR  OF  THE  SMALL  BUSI- 
NESS ADMINISTRATION  AND  FOLLOW  UP  BY 
LETTER  IF  INDICATED  IN  ORDER  TO  AMPLIFY 
ALL  THE  REASONS  WHY  THE  ASSOCIATION 
WOULD  NOT  ENDORSE  SUCH  A SMALL  BUSI- 
NESS. 

Section  on  Consumer  Protection 

A letter  from  Dr.  Kossuth  was  received  in  which  it  is 
suggested  that  the  Professional  Committee  consider  a 
“Section  on  Consumer  Protection.”  Dr.  Kossuth  indicates 
that  the  newspapers  are  filled  with  ads  promising  a 
suggestion  that  if  you  do  thus  and  so,  health  will  be 
yours  and  that  a section  could  evaluate  and  warn  the 
public  in  advance  what  may  or  may  not  happen. 

IT  WAS  MOVED  AND  CARRIED  THAT  THE 
RECOMMENDATION  FROM  DR.  KOSSUTH,  “SEC- 
TION ON  CONSUMER  PROTECTION,”  BE  REFER- 
RED FOR  STUDY  BY  STAFF  AND  AN  AD  HOC 
COMMITTEE  BE  APPOINTED  BY  THE  CHAIRMAN 
OF  THE  PROFESSIONAL  COMMITTEE. 

Future  Meetings 

The  next  meetings  of  the  Professional  Committee  will 
be  held  on  February  10,  1973  and  April  7,  1973,  to 
convene  at  1:30  p.m. 

Meeting  adjourned  5:06  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

PUBLIC  RELATIONS  COMMITTEE 

Meeting  of  the  Public  Relations  Committee  of  the 
Arizona  Medical  Association,  Inc.,  held  at  810  West 
Bethany  Home  Road,  Phoenix,  Arizona,  on  Wednesday, 
November  1,  1972,  convened  at  7:20  p.m.,  Morton  S. 
Thomas  III,  M.D.,  Chairman,  presiding. 
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MINUTES 

Minutes  of  meeting  held  March  18,  1972,  were  ap- 
proved as  distributed. 

AMA  COMMUNICATIONS  CLINIC 

During  dinner  the  committee  listened  to  the  record- 
ing of  the  highlights  of  the  subject  meeting  held  August 
27-30,  1972,  in  Chicago. 

ACUPUNCTURE 

The  chairman  briefly  reviewed  the  background  mater- 
ial relating  to  the  subject  matter  as  follows: 

A.  J.A.M.A.  Articles 

(1)  May  12,  1962. 

(2)  December  6,  1972. 

(3)  March  13,  1972. 

(4)  May  15,  1972. 

B.  Medical  World  News  article  6/16/72. 

C.  HEW  News  Release  7/26/72. 

D.  California  Law  adopted  8/11/72. 

E.  Missouri  action. 

F.  Arizona  Blue  Shield  action. 

G.  Doyl  Taylor  speech  10/22/72. 

Acupuncture  Society  of  Arizona 

Dr.  Thomas  indicated  that  because  of  the  growing 
interest  in  the  subject,  that  steps  are  being  taken  to  form 
a medical  group  in  Arizona  for  the  study  of  acupuncture. 
This  organization  is  still  in  the  developmental  stages.  — 
Received. 

Proposed  State  Legislation 

The  proposed  legislation  entitled  “Authorized  Use  of 
Acupuncture”  (Rough  Draft  Folder  #162  dated  9/28/72) 
was  reviewed. 


IT  WAS  MOVED  AND  CARRIED  TO  RECOM- 
MEND TO  THE  BOARD  OF  DIRECTORS  THAT  THE 
ARIZONA  MEDICAL  ASSOCIATION  SUPPORT 
ENACTMENT  OF  PROPOSED  LEGISLATION  AS 
REFERENCED  TITLE  “AUTHORIZED  USE  OF 
ACUPUNCTURE” (ROUGH  DRAFT  FOLDER  NUM- 
BER 162  DATED  9/28/72). 


MEDIX-TV  DOCUMENTARY 


Mr.  Owens  reported  on  his  investigation  on  the  pos- 
sible use  of  the  “MEDIX”  series.  It  was  determined 
not  to  pursue  this  project  because  of  the  poor  quality. 


1972  ANNUAL  MEETING 

Mr.  Robinson  reviewed  the  report  of  Owens  & Asso- 
ciates relating  to  Public  Relations  activities  during  the 
1972  meeting.  The  eleven-page  report  was  summarized 
by  the  following  overall  commercial  value  of  time  and 
space  devoted  to  the  meeting: 

Radio  $10,400.00 

TV  30,660.00 

Newspaper  10,912.00 

Magazine  2,700.00 

$54,682.00 

It  was  noted  that  this  is  a 22.6%  increase  in  dollar 
exposure  over  the  previous  year,  which  was  $44,610.00 
— Received. 


1973  ANNUAL  MEETING  PLANS 

Mr.  Owens  outlined  the  1973  plans  as  follows: 

Phase  I — Pre-Meeting 

Four  weeks  prior  to  the  meeting,  press  kits  will  be 
prepared  around  the  program  schedule.  Materials  will 


be  gathered  from  UCLA,  and  press  contacts  will  be 
opened  to  inform  of  coming  events. 

An  exception  this  year  is  that  Owens  & Associates  will 
contact  all  of  the  specialty  societies  holding  their  an- 
nual meeting  in  conjunction  with  ArMA’s.  Our  service 
will  be  offered  at  no  charge  in  the  name  of  ArMA. 
In  the  past  we  have  worked  with  specialty  groups  on 
their  separate  programs,  and  feel  it  would  be  in  the  best 
interest  of  medicine  to  pull  all  PR  activities  at  the  meet- 
ing through  ArMA. 

One  or  two  weeks  prior  to  the  meeting  a constant 
series  of  news  releases  will  announce  coming  events.  Key 
press  members  will  be  personally  contacted  as  follow- 
up to  insure  their  participation  during  the  meeting. 

Phase  II  — Meeting 

This  year  a separate  press  room  near  the  convention 
center  will  be  staffed  with  our  PR  personnel  from  8 
a.m.  to  . . . This  should  aid  in  bringing  together  mem- 
bers of  the  press  and  physicians  for  interviews  and  news 
releases. 

Our  staff  photographer  and  interviewer  will  once 
again  be  present  to  insure  coverage  of  major  events  in 
a favorable  manner. 

Excellent  relations  with  the  press  have  been  estab- 
lished during  the  past  two  years  by  following  a relaxed 
“open  door”  policy.  Of  course,  we  help  the  press  select 
those  activities  to  be  covered  and  have  so  far  been 
successful  in  gaining  news  slants. 

This  year  a special  notice  to  all  physicians  planning 
to  attend  would  be  helpful  regarding  our  location  and 
staff  member  names,  and  encourage  scheduling  press 
interviews  through  us.  This  will  help  avoid  newsmen 
wondering  through  meetings  and  forcing  an  interview 
from  a physician  which  may  not  be  in  the  best  interest 
of  ArMA  and  medicine. 

Phase  III  — Post  Meeting 

Last  year’s  success  in  national  publicity  through  the 
American  Medical  News  will  be  expanded  to  other 
media. 

Normal  follow-on  news  releases  will  be  used  state- 
wide with  on  difference  — we  will  encourage  local  media 
to  contact  some  of  the  attending  physicians  for  a per- 
sonalized report  of  what  happened. 

Of  course,  throughout  the  meeting  our  services  will  be 
extended  to  our  counterparts  at  the  California  Medical 
Association  for  coverage  of  UCLA  participation. 

Position  papers  pertaining  to  “hot”  topics  such  as 
acupuncture,  abortion,  etc.,  are  very  helpful  in  head- 
ing off  potentially  negative  press  interviews  .When 
position  papers  are  available,  our  staff  will  pre-brief  the 
press  and  steer  them  to  select  a specific  physician  for 
answers. 

Overall,  the  scientific  nature  of  the  meeting  will  be 
stressed,  with  a mixture  of  social  events  publicity  to 
help  balance  public  interest. 

Based  on  past  cooperation  and  involvement  by  at- 
tending physicians,  I have  no  doubt  that  our  PR  efforts 
will  once  again  be  successful.  — Received. 

Meeting  adjourned  8:15  p.m. 

Edward  Sattenspiel,  M.D. 

Secretary 

Bruce  E.  Robinson 

Executive  Director 
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Vista  85635;  Edward  H.  Vogel,  M.D.,  Secretary,  11  N. 
Canyon  Dr.,  Sierra  Vista  85635. 

COCONINO:  John  W.  Vosskuhler,  M.D.,  President,  1355  N. 
Beaver,  Flagstaff  86001;  William  J.  Austin,  M.D.,  Secre- 
tary, 1355  N.  Beaver,  Flagstaff  86001. 

GILA:  David  B.  Gilbert,  M.D.,  President,  Physician’s  & Surgeons 
Clinic,  Payson  85541;  Thomas  B.  Jarvis,  M.D.,  703  Ash 
Street  Globe  85501. 

GRAHAM:  Bruce  N.  Curtis,  M.D.,  President,  618  Central,  Saf- 
ford  85546;  Dennis  C.  Hess,  M.D.,  503— 5th  Avenue,  Saf- 
ford  85546. 

GREENLEE:  Lynn  Hilbun,  M.D.,  President,  Rt.  1,  Box  314, 
Morenci  88540;  J.  Deibert  Miller,  M.D.,  Secretary,  Morenci 
Hospital,  Morenci  85540. 

MARICOPA:  Patrick  P.  Moraca,  M.D.,  President;  Max  L.  Wertz, 
M.D.,  Secretary. 

(Society  address:  2025  North  Central  Avenue,  Phoenix  85004) 
MOHAVE:  Eugene  Rounseville,  M.D.,  President,  Mohave  General 
Hospital,  Kingman  86401;  Earl  Gilbert,  M.D.,  Secretary, 
Mohave  Co.  General  Hospital,  Kingman  86401. 

NAVAJO:  Howard  L.  Roberts,  Jr.,  M.D.,  President,  Box  AC, 
Snowflake  85037;  William  R.  Engvall,  M.D.,  Secretary, 
1500  Williamson  Ave.,  Winslow  86047. 

PIMA:  Richard  L.  Dexter,  M.D.,  President;  George  W.  King, 
M.D.,  Secretary. 

(Society  Address:  2555  East  Adams  Street,  Tucson) 

PINAL:  Robert  P.  Brower,  M.D.,  President,  San  Manuel  Hos- 
pital, San  Manuel,  85631;  James  M.  Wagoner,  M.D.,  Secre- 
tary, 1023  E.  Florence  Blvd.,  Casa  Grande  85222. 

SANTA  CRUZ:  Zenas  B.  Noon,  M.D.,  President,  Gebler  Bldg., 
Nogales  85621;  Charles  S.  Smith,  M.D.,  Secretary,  P.O.  Box 
1382,  Nogales  85621. 

YAVAPAI:  Dallas  C.  Allred,  M.D.,  President,  120  Grove  Ave., 
Prescott  86301;  J.  B.  McNally,  M.D.,  Secretary,  434  West 
Gurley,  Prescott  86301. 

YUMA:  H.  D.  Bryan,  M.D.,  President.  2244  S.  Avenue  A.,  Yuma 
85364;  Henry  R.  Meyer,  M.D.,  Secretary,  601  S.  5th  Ave., 
Yuma  85364. 


WOMAN’S  AUXILIARY  TO  THE 
ARIZONA  MEDICAL  ASSOCIATION  1972-73 

PRESIDENT  Mrs.  Charles  I.  Fisher  (Peggy) 

352  West  Berridge  Lane,  Phoenix  85013 

PRESIDENT-ELECT  Mrs.  Thomas  Jarvis  (Barbara) 

1266  Skyline  Drive,  Globe  85501 

1st  VICE-PRESIDENT  Mrs.  Paul  B.  Jarrett 

501  E.  Pasadena  Ave.,  Phoenix  85012 

2nd  VICE-PRESIDENT  Mrs.  Raymond  Vaaler  (Ann) 

3624  North  54th  Court,  Phoenix  85018 

RECORDING  SECY  Mrs.  Warren  S.  Williams  (Pete) 

Route  5,  Box  893,  Tucson  85718 

TREASURER  Mrs.  Robert  Hancock  (Elvera) 

1004  West  Palo  Verde  Drive,  Phoenix  85013 

DIRECTOR:  1971-73  Mrs.  Carl  Shrader,  Jr.  (Ginny) 

1615  Aztec,  Flagstaff  86001 

DIRECTOR:  1972-73  Mrs.  Charles  Henderson  (Nancy) 

5948  North  14th  Place,  Phoenix  85014 

DIRECTOR:  1972-74  Mrs.  Howard  Kimball  (Ella) 

414  West  Northview  Avenue,  Phoenix  85021 

CHAPLAIN  Mrs.  James  Fuzzell  (Beverly) 

615  West  Lawrence  Road,  Phoenix  85013 

CORRESPONDING  SECY  Mrs.  Thomas  Edwards  (Dottie) 

7033  N.  13th  Street,  Phoenix  85020 

HISTORIAN  Mrs.  Melvin  Phillips  (Jean) 

111  West  Palmdale,  Tempe  85281 

PARLIAMENTARIAN  Mrs.  W.  Scott  Chisholm  (Jeanne) 

613  East  Vista  Avenue,  Phoenix  85020 

COUNTY  AUXILIARY  PRESIDENTS 

Coconino:  Mrs.  William  Austin  (Aliene) 

496  Philomeno,  Flagstaff  86001 
Gila:  Mrs.  Lawrence  Bailey  (Mary  Ann) 

703  Oak,  Globe  85501 
Maricopa:  Mrs.  William  Robey  (Barbara) 

Box  597,  Litchfield  Park  85340 
Pima:  Mrs.  Ruben  Acosta  (Mary) 

85  Sierra  Vista  Drive,  Tucson  85719 
Yavapai:  Mrs.  Ben  Whitman  (Alberta) 

Box  22,  VA  Center,  Prescott  86301 
Yuma:  Mrs.  William  Phillips  (Helen) 

633  8th  Avenue,  Yuma  85364 

CHAIRMAN  OF  STANDING  AND  SPECIAL  COMMITTEES 
1972-73 


AMA-ERF  Mrs.  William  Bishop  (Marion) 

211  South  Third,  Globe  85501 

BYLAWS  Mrs.  Lawrence  Bailey  (Mary  Ann) 

703  Oak,  Globe  85501 


COMMUNITY  HEALTH  EDUC Mrs.  Fred  Jensen  (Alice) 

310  East  McLellan  Road,  Phoenix  85012 
COMMUNITY  HEALTH  SERV.  . Mrs.  Thomas  Hartley  (Martha) 
5600  East  Indian  Bend,  Scottsdale  85253 

CONVENTION  Mrs.  Ray  Fife  (Ruth) 

6315  North  20th  Street,  Phoenix  85016 

FINANCE  Mrs.  Albert  Wagner  (Helen) 

3216  E.  Meadowbrook  Avenue,  Phoenix  85018 

GEMS  Mrs.  Jerry  Wetherell  (Helen) 

7029  North  2nd  Drive,  Phoenix  85021 

HAMER  EDUC.  LOAN  FUND Mrs.  Alvin  Swenson  (Vicki) 

5250  Bartlett  Circle,  Phoenix  85016 

HEALTH  CAREERS  Mrs.  Dennis  E.  Weiland  (Jeanne) 

5826  N.  Monte  Vista  Drive,  Scottsdale  85253 

HOSTESS  Mrs.  Lewis  Winter  (Jean) 

1714  East  Rose  Lane,  Phoenix  85016 

INTERNATIONAL  HEALTH  Mrs.  Luis  Tan  (Mary  Jo) 

3510  East  Nita  Road,  Paradise  Valley  85253 

LEGISLATION  Mrs.  Thomas  Taber,  Sr.  (Dorothy) 

1919  East  Rovey  Circle,  Phoenix  85016 

TEMPE,  MESA,  CHANDLER  LIAISON  

Mrs.  John  Hanigsberg  (Barbara) 
1610  East  Donner  Street,  Tempe  85282 
ORGANIZATION  & MEMBERSHIP.  . . .Mrs.  Albert  Ochsner  (Jo) 
630  East  26th  Place,  Yuma  85364 
PROCEDURES  & GUIDELINES . . Mrs.  Robert  Price  (Dorothy) 
163  West  Myrtle  Avenue,  Phoenix  85021 

PROGRAM  Mrs.  Raymond  Vaaler  (Ann) 

3624  North  54th  Court,  Phoenix  85018 

PUBLICATIONS  Mrs.  Robert  McCarver  (Betty) 

6530  North  61st  Street,  Paradise  Valley  85253 

PUBLIC  RELATIONS  Mrs.  James  Grobe  (June) 

136  East  Desert  Park  Lane,  Phoenix  85013 

REPORTS  Mrs.  Charles  Kalil  (Ylma) 

1300  East  Missouri  Avenue,  Phoenix  85014 

WASAMA  Mrs.  John  Hayes  (Shirlee) 

717  West  El  Camino,  Phoenix  85021 
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STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE 
OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 
announces  an  interdepartmental  course  on 

BASIC  SCIENCE  FOR  CLINICIANS 

February  26-27-28  — March  1-2,  1973 

This  course  is  a concise  but  comprehensive  review  of  basic  medical  science.  It  has  been  designed  to 
meet  the  needs  of  those  clinicians  who  wish  to  expand  their  knowledge  of  molecular  biology. 


Lecturers: 

Paul  Berg,  Ph.D. 

Robert  Hofstadter,  Ph.D.  (Nobel  Laureate) 
David  S.  Hogness,  Ph.D. 

Donald  Kennedy,  Ph.D. 

Arthur  Kornberg,  M.D.  (Nobel  Laureate) 
Norman  Kretchmer,  M.D.,  Ph.D. 

Joshua  Lederberg,  Ph.D.  (Nobel  Laureate) 
I.  Robert  Lehman,  Ph.D. 

Harden  M.  McConnell,  Ph.D. 

Linus  C.  Pauling,  Ph.D.  (Nobel  Laureate) 
Edward  Rubenstein,  M.D. 

Robert  T.  Schimke,  M.D. 

Eric  M.  Shooter,  Ph.D. 

Norman  K.  Wessells,  Ph.D. 


Topics  covered: 

Matter  and  energy 

Photons,  electrons,  the  periodic  table 

Chemical  bonds 

Subatomic  particles 

Cell  ultrastructure 

Building  block  molecules  (purines, 

pyrimidines,  sugars,  lipids,  amino  acids) 
Protein  structure  and  function 
Nucleic  acids 
DNA  synthesis 

Expression  of  genetic  information 

Regulation  of  gene  expression 

Biochemical  aspects  of  differentiation 

Organ  morphogenesis 

Intermediary  metabolism 

Bioenergetics 

Evolution  of  proteins 

Cell  membranes 

Neurobiology 

Overview  of  genetics 


In  addition  to  the  lecture  presentations  informal  office  discussions  in  small  groups,  on  an 
elective  basis,  will  be  held  with  members  of  the  faculty: 


Paul  Berg,  Ph.D. — Tumor  virus 

Howard  M.  Cann,  M.D. — Genetics  and  disease 

Stanley  N.  Cohen,  M.D. — Bacterial  antibiotic  resistance 

John  W.  Farquhar,  M.D. — Atherosclerosis 

John  H.  Frenster,  M.D. — Tumor  immunology 

Halsted  R.  Holman,  M.D. — Rheumatic  disorders 

[Growth 

Norman  Kretchmer,  M.D.,  Ph.D. — -1  Inborn  errors 

[Digestive  enzymes 

Joseph  P.  Kriss,  M.D. — Nuclear  medicine 

Joshua  Lederberg,  Ph.D. — Genetics:  opportunities  and  problems 
John  A.  Luetscher,  M.D. — Hypertension,  renin,  and  aldosterone 
Luigi  Luzzatti,  M.D. — Chromosomes  and  disease 


Roy  H.  Maffly,  M.D. — Salt  and  water 

Thomas  C.  Merigan,  M.D. — Interferon 

r o D,  p.  (Biology  of  water 

L.nus  C.  Pauling,  Ph.D.-J^.^ 

Judith  G.  Pool,  Ph.D. — Blood  coagulation 
Peter  Ramwell,  Ph.D. — Prostaglandins 
Eugene  D.  Robin,  M.D. — Molecular  transport 
nL  , _ „ . . , ..  _ (Enzymes  and  their  actions 

(Hormones  and  their  actions 
Eric  M.  Shooter,  Ph.D. — Nerve  growth 
Keith  B.  Taylor,  M.D. — Gastrointestinal  immunity 

Norman  K.  Wessels,  Ph.D. — Cell  locomotion  and  the  growth 
of  nerves. 


APPLICATION  FORM 


BASIC  SCIENCE  FOR  CLINICIANS 

NAME 

February  26  - March  2,  1973 
Fee:  $235 

Last 

First 

Middle 

ADDRESS 

Street 

City 

State  Zip  Code 

MEDICAL  SCHOOL 

Degree 

Year 

Please  make  your  check  payable  to  STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE  and  mail  to  the  Office  of  Postgraduate  Medi- 
cal Education,  Stanford  University  School  of  Medicine,  Ml  21,  Stanford,  California  94305. 

ATTENDANCE  LIMITED  — ADVANCE  REGISTRATION  REQUIRED 


Future 

Medical  Meetings 


CARDIOGRAMS 

December  1 3,  1 972 
Community  Hospital 
Sierra  Vista,  Arizona 

SPONSOR:  Arizona  Regional  Medical  Program 

CONTACT: 

D.  W.  Melick,  M.D. 

Arizona  Regional  Medical  Program 
5725  E.  5th  St. 

Tucson,  AZ  8571  1 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


ANGINA  PECTORIS  AND 
INDICATIONS  FOR  ARTERIOGRAPHY 

December  21,1  972 
Yavapai  Community  Hospital  and 
Whipple  VA  Center 
Prescott,  Arizona 

SPONSOR:  Arizona  Regional  Medical  Program 

CONTACT: 

D.  W.  Melick,  M.D. 

Arizona  Regional  Medical  Program 
5725  East  Fifth  St. 

Tucson,  AZ  8571 1 

Approved  for  2 required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


CONTINUING  EDUCATION  SEMINARS 
FOR  PRACTICING  PSYCHIATRISTS 

Monthly  — Thursday,  7:30  p.m. 

SPONSOR:  Department  of  Psychiatry 

College  of  Medicine,  Univ.  of  Arizona 


Prescribe 

the  discoverer’s  brand 

Pyopeif 

(disodium  carbenicillin) 


CONTACT: 

Alan  I.  Levenson,  M.D. 

Dept,  of  Psychiatry 
Univ.  of  Arizona 
Arizona  Medical  Center 
Tucson,  AZ  85724 

Approved  for  2 required  hours  per  session  toward  the  ArMA 
Certificate  in  Continuing  Medical  Education. 


•vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


ARIZONA  MEDICINE  957 


LIFE- ACCIDENT- HEALTH 


servi  ng 
t he  west 
since  1 94  4 


Home  Office:  1337  North  First  St.,  Phoenix 


CARDIOLOGY  SEMINAR  & CLINICAL 
CONFERENCE 

Every  Thursday  Evening 
6:45-7:45,  8:00-9:30 
Auditorium,  Univ.  Hospital 

SPONSOR:  Section  of  Cardiology 
University  of  Arizona 

CONTACT: 

Gordon  A.  Ewy,  M.D. 

Frank  I.  Marcus,  M.D. 

Univ.  of  Arizona  Medical  Center 
Tucson,  Arizona  85711 

Approved  for  2 required  hours  per  session  toward  the  ArMA 
Certificate  in  Contiuuing  Medical  Education. 


FIRST  ANNUAL  SURGICAL  SYMPOSIUM 

January  14-19,  1 973 
Camelback  Inn,  Scottsdale,  AZ 

SPONSOR:  Phoenix  Surgical  Society, 

Tucson  Surgical  Society, 

College  of  Medicine,  Univ.  of  Arizona 

CONTACT: 

Darrell  Minnig,  M.D.,  Program  Dir. 

2021  North  Central  Ave. 

Phoenix,  AZ  85004 

Approved  for  28  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


EKG  INTERPRETATION 

January  1 5,  1 973 

Six  Monday  evenings  for  two  hours 
Tucson  Medical  Center 
North  Wing  Conference  Room 
Tucson,  AZ 

SPONSOR:  Southern  Arizona  Chapter  of 
Arizona  Academy  of  Family  Practice 

CONTACT: 

C.  James  De  Sando,  M.D.,  Program  Dir. 

601  North  Wilmot  Road 
Tucson,  AZ  85716 

Approved  for  24  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


Prescribe 

the  discoverer’s  brand 

Bactoclll 

(sodium  oxacillin) 


‘capsules  equivalent  to  250  mg.  and  500  mg. 
oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 
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MEDICAL 
)N,  INC. 


[rest  include: 
Ltection 
■ WIVES 
|L|EAD  EXPENSE 
Hbsement 

Kram 


0<ne'  lo  ©If* 


Never  before 

so  much  for  so  little. 

You  couldn’t  get  insurance  coverage  this  extensive  on  your  own. 
And,  even  it  you  could,  you  couldn’t  get  it  for  so  little. 

These  6 plans  were  specially  created  for  the  medical  profession 
under  the  auspices  of  the  Arizona  Medical  Association  as  a 
unique  membership  service. 

Rates  are  extremely  low  because  of  group 
economies.  Claim  processing  is  simple  and 
fast  because  all  plans  are  under  a single 
administrator. 

So  why  settle  for  less  coverage  when  you  can 
get  so  much  for  so  little. 

For  more  information,  contact: 

CHARLES  A.  de  LEEUW  AND  ASSOC.  Phoenix,  Arizona  85012 
3424  North  Central  Avenue  Phone:  248-8500 


16th  ANNUAL  CARDIAC  SYMPOSIUM 

January  1 9-20,  1 973 
Mountain  Shadows,  Scottsdale,  AZ 

SPONSOR:  Arizona  Heart  Association 

CONTACT: 

Edward  Waldmann,  M.D. 
c/o  Arizona  Heart  Association 
1720  East  McDowell  Road 
Phoenix,  AZ  85006 

Approved  for  12  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SYMPOSIUM  ON  CANCER 

February  9-1  0,  1 973 
Sheraton-Pueblo  Inn 
Tucson,  AZ 

SPONSOR:  Arizona  Chapter,  American  College  of  Surgeons  and 
Arizona  Society  of  Anesthesiologists 

CONTACT: 

Peter  J.  Whitney,  M.D. 

Craycroft  Medical  Center 
Craycroft  & 2nd  Street 
Tucson,  AZ  8571 1 

Approved  for  10  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


SOUTHWESTERN  SEMINAR  ON 
NEUROMUSCULAR  DISEASES 

February  16-17,  1973 
University  Hospital,  Main  Auditorium 
Tucson,  AZ 

SPONSOR:  University  of  Arizona  College  of  Medicine 

CONTACT: 

Lawrence  Z.  Stern,  M.D. 

Dept,  of  Neurology 
Arizona  Medical  Center 
Tucson,  AZ  85724 

Approved  for  10  required  hours  toward  the  ArMA  Certificate 
in  Continuing  Medical  Education. 


Prescribe 

the  discoverer’s  brand 

Totaclllin* 

(ampicillin  trihydrate) 

’capsules  equivalent  to  250  mg.  and  500  mg. 

ampicillin,  for  oral  suspension  equivalent 
to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin. 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 


To  bill  a patient  or  check  an  account, 
all  you  have  to  do  is  open  your  mouth. 


No  more  ledgers  to  keep.  No  more 
bills  or  statements  to  type.  Now  all  you 
have  to  do  to  do  the  billing  is  open 
your  mouth. 

It’s  a foolproof  medical  billing  sys- 
tem called  VOICE.  Valley  Bank’s  On- 
Line  Information  Center.  And  here’s 
how  it  works. 

Using  your  touch-tone  telephone,  you  call  in  daily 
or  weekly  billing  information.  Then  the  information 
is  read  back  to  you  as  a double-check.  That’s  it. 


The  bills  are  prepared  and  sent  out 
without  you  lifting  a finger. 

Forget  about  mistakes.  With  VOICE 
doing  all  the  computations  as  well  as 
helping  you  double-check  billing  infor- 
mation, there  just  isn’t  very  much  possi- 
bility for  error. 

We’ll  be  delighted  to  demonstrate 
VOICE  right  in  your  office.  Just  call  261-1665 
in  Phoenix  or  792-7370  in  Tucson.  And  ask  for 
VOICE. 


Valley  Bank 

Business  Systems  Division 


be  opeifi..and  opened 

and  ©pesjed. 


52  pages  in  gorgeous  color.  60?  wherever  magazines 
are  sold.  Gift  subscriptions:  $5.00  per  year  in  U.S.  and 
possessions  $6.00  elsewhere.  Arizona  Highways  will  send 
attractive  Christmas  card  to  announce  your  gift.  Write: 
Arizona  Highways,  2039  West  Lewis,  Phx.,  Az.  85009, 
Phone:  258-664 1 Now  on  sale  at  your  local  newsstand. 


WE  BIND  YOUR 
PERIODICALS 

Preserve  your  reference  journals  as  beautifully 
Bound  Books.  Choose  from  30  different  colors 
of  durable  Library  Buckram  or  Imitation 
Leather. 

$6.50  per  volume,  including  name  imprint. 

Inquire  about  quantity  discounts. 

Free  local  pick  up  and  delivery  on  10  volumes 
or  more. 

ROSWELL  BOOKBINDING 

2614  North  29th  Avenue 
PHOENIX,  ARIZONA  85009 
272-9338 
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YOU  WORKED  HARD 


FOR  THAT 
DIPLOMA.. 


why  not  have  it 
laminated? 


it  will  last  a lifetime 

PLAQUE  SHOP 


Wood  plaques  — Ready  to  hang 
No  glass  to  break  — Moisture  proof 
Dirt  proof — Impressive. 

Our  plaques  are  manufactured  locally. 


7231  EAST  FIRST  AVENUE- 
SCOTTSDALE,  ARIZONA  *5251  • 
(602)  945-9330 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


Air  Evac  can  be  ordered  by  any 
physician  to  any  place  to 
transport  a patient  to  any  other 
place.  Call  the  very  hot  line, 

(602)  254-7150,  Phoenix,  Arizona. 

^ SAMARITAN  HEALTH  SERVICE^ 


| CONFIDENTIAL 

Personal  Loans  to 

PROFESSIONALS 
and  EXECUTIVES 
$5,000  to  $10,000 

By  mail,  on  your  signature  only,  no  collateral  and 
no  embarrassing  investigation  and  upon  approval 
we  can  lend  you  up  to  $10,000.  Use  the  money 
for  any  purpose.  Flexible  repayment  schedules 
up  to  five  years  and  full  repayment  privileges. 

Your  confidence  protected  by  unidentified  per- 
sonal mail.  Thousands  of  executives,  nation-wide, 
have  used  this  fast  convenient  service.  For  Loan 
Application  write 

SECURITY 

FINANCIAL 

4630  GEARY  BLVD.,  DEPT  M • SAN  FRANCISCO,  CA  94118 
or  PHONE  (415)  752  8821 

Reference:  Bank  of  America  • Main  Office,  San  Francisco  ) 
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We  started  with  a resort! 


So  patients  have  everything  they  need.  Quiet.  Serenity.  Swimming 
and  relaxing  under  year  ’round  sunshine.  In  the  Valley  of  the  Sun,  one 
of  the  finest  resort  areas. 

The  private  practice  psychiatrist  has  everything  he  needs,  too. 

Including  a highly  competent  psychiatric  team  to  render 
personalized  care  to  his  patient.  Nursing  and  therapy  staffing, 
one  to  one.  Experience  in  treating  the  entire  spectrum  of  mental 
disorders,  including  specific  programs  for  the  young  adult,  the 
alcoholic  patient  and  the  drug  abuser. 

Sarpelback  Hospital 

“An  instrument  for  healing ” 5055  North  34th  Street,  Phoenix,  Arizona  85018  • (602)  955-6200 


Dick  Yort 


Jack  Eversole 


Esther  Robbins 


7 people-dedicated  to  your  interest. 

These  7 qualified  people  are  Blue  Shield  professional  relations  experts.  Their  job  is 
to  listen  to  you,  answer  your  questions,  facilitate  your  re-enlistment,  and  keep  Blue 
Shield  consistent  with  your  needs. 


We  never  forget  that  Blue  Shield  was  created  by  doctors  to  help  satisfy 
the  needs  of  doctors.  That’s  why  our  professional  relations  experts  will 
continue  to  visit  you,  work  with  you,  and  be  dedicated  to  your  interest. 

ARIZONA 

BLUE  SHIELD 


Art  Arthin 
Professional  Relations 
Director 


NOW,  AVAILABLE  FROM  ArMA 


K. )hc  insurance 

■Jor  ^//  C/, 


orvn 


aims 


ORDER  YOURS  TODAY  AND  STOP  THE 
CONFUSION  OF  MULTIPLE  INSURANCE  FORMS 


samples  available  on  request 


COST:  $1.50  per  hundred 


To:  Arizona  Medical  Association 
810  West  Bethany  Home  Rd., 

Phoenix,  AZ.  8501  3 

Please  send  me  hundred  approved 

insurance  forms  costing  $1.50  per  hundred. 

Name  

Address  

Bill  Me:  □ Payment  Enclosed:  □ 


MEDICAL 

BOOKSTORE 


The  only  bookstore  in  Arizona 
devoted  exclusively  to  books  for 
the  medical  profession. 


MEDICAL  BOOKSTORE 

College  of  Medicine 
University  of  Arizona 
Tucson,  Arizona  85724 

Phone:  882-6669 
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Eugene  R.  Aimer,  M.D. 

Otto  L.  Bendheim,  M.D. 

Paul  M.  Bindelglas,  M.D. 

T.  Richard  Gregory,  M.D. 
Jacob  D.  Hoogerbeets,  M.D, 
Thomas  F.  Kruchek,  M.D. 
Harold  E.  McNeely,  Ph.D. 
Fred  C.  Merkling,  M.D. 
Sanford  H.  Meyers,  M.D. 
George  A.  Peabody,  M.D.. 
Stanford  E.  Perlman,  Ph.D. 
George  G.  Saravia,  M.D. 
Jerome  F.  Szymanski,  M.D. 
Floyd  L.  Templeton,  M.D. 


geperaf  psychiatry  and  neurology 

....  . . . , ..  iii 

child  psychiatry 


clinical  psychology 


tHedical  Center  OC-^aif  and  Clinical  £aforatci-if 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  258-3484 

DIAGNOSTIC  X-RAY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY 
PORTABLE  X-RAY  AND  E.K.G.  SERVICE 

R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
George  B.  Kent,  Jr.,  M.D.,  Consultant  Pathologist 
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SOMETHING 

BETTER 


AMlV 


PROFESSIONAL 

LIABILITY 

INSURANCE 

PROCRAM 


The  Arizona  Medical  Association  has 
taken  an  important  step  toward 
something  better:  a Professional  Liability 
Insurance  Program  designed  especially 
for  its  members  by  The  T ravelers 
Insurance  Companies. 

With  the  Association-sponsored 
Program,  you  get  better  coverage, 
better  limits,  better  cost,  better  claim 
settlement  cooperation,  and  better 
market  stability. 

Your  membership  in  the  Association 
entitles  you  to  better  benefits.  Take 
advantage  of  the  opportunities  your 
membership  offers.  Contact  one  of  these 
official  representatives  nearest  you  for 
full  details: 


Phoenix  and  Northern  Arizona 

Burns-Harrelson-Burns 
5045  North  12th  Street 
Phoenix  85014 
Phone  266-4411 

Tucson  and  Southern  Arizona 

Patzman-Allen-Lamb  & Associates 
3964  East  Pima 
Tucson  85712 
Phone  327-5981 

Do  it  today! 


TRAVELERS  Insurance  Compani 

HARTFORD.  CONNECTICUT 


The 


Pharmacy  Directory 


FAIRMONT  PHARMACY 

AN  INDEPENDENT 
WITH 

CHAIN  STORE  PRICES 

3231  East  McDowell  Road,  Phoenix,  Arizona 
BRidge  5-5719  Free  Delivery 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1 st  National  Bank 


Simte  W20” 

• COSMETICS 

• SUNDRIES 

• SODA  BAR 

• LIQUOR 

MacALPINE’S 

DRUG  STORE 

THE  j&2*  STORE 

2303  N.  7th  ST. 

DON  BRISCOE  - PHARMACIST 


Arizona  Originators 


present  — 

THE  CADUCEUS 
BOLA  TIE 


Made  of  Jewelers  Bronze 
(Gold  Tone) 


Contrasting  Black  Leather  Braid 


— Available  Also  — 

B„  Scarf  Ring  8.95 

C.  Pin-Pendant  7.95 


Simply  mail  check  or  money  order  to: 

ARIZONA-ORIGINATORS 
P.O.  Box  11072 
Phoenix,  Arizona  85061 


Inc 

icate  Quantity 

A 

$18.95 

21/4,/  diam. 

B 

$ 8.95 

1 %"  diam. 

C 

$ 7.95 

1 Vi"  diam. 

Name  

Address  

City  

Zip  

Arizona  Residents  please  add  4%  Tax. 


Classified 


Medical  Transcription 
For  Physicians  and 
Hospitals 

MULLEN  MEDICAL  SERVICE 

4445  North  36th  Streot 
Phoenix,  Arizona  85018 
Telephone  (602)  955-0763 


PHYSICIANS  NEEDED 

Sedona,  Arizona,  is  in  need  of  a General 
Practitioner  and  Internist.  New  medical  build- 
ing available  8,000  sq.  ft.,  with  x-ray  and 
laboratory  facilities.  Arrangements  are  flexible 
and  discussion  is  welcome  for  additional  in- 
formation and  interview  appointment  contact: 
Roland  W.  Wilpitz,  Administrator,  Marcus  J. 
Lawrence  Memorial  Hospital,  P.  O.  Box  548, 
Cottonwood,  AZ  86326.  (602)  634-2251. 


SUBLEASE  OFFICE 

Sublease  office,  688  square  feet  Lakeview 
Medical  Arts  Building,  Sun  City.  Call  977-4253 
for  details. 


DOCTORS'  CENTRAL 
DIRECTORY 

Helen  M.  Barrasso,  R.  N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  327-7471 
At  Your  Service  24  Hours  Daily 
2807  East  Speedway  Tucson,  Arizona 

"Established  1932" 


POSITION  WANTED 

Mature  Board  Certified  general  surgeon  de- 
sires opportunity  in  smaller  community  in 
Arizona.  Married  with  family;  willing  to  do 
limited  GP;  available  for  personal  interview 
for  mutual  evaluation.  Reply  Box  #2,  Arizona 
Medical  Association,  810  West  Bethany  Home 
Road,  Phoenix,  AZ  85013. 


DANNY  T.  SEIVERT 
INSURANCE 

Professional  Programs  for  Professional  Men 

Del  Webb's  TowneHouse  — Suite  1702 
100  W.  Clarendon  — Phoenix 
Telephone  263-8526 


LOCUM  TENENS 

Physician  available  for  locum  tenens,  in  gen- 
eral or  internal  medicine.  Contact  Box  15, 
Arizona  Medical  Association,  810  W.  Bethany 
Home  Rd.,  Phoenix,  AZ  85013  or  telephone 
948-0437. 
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Pharmaceutical  Manuf.  Assoc 905,  906,  907 

Roche  Laboratories 

Librax 900,  901 

Valium  912 

Roswell  Bookbinding  962 

Safari  Hotel  966 

Samaritan  Health  Service 963 

G.  D.  Searle 

Lomotil 976,  Third  Cover 

Security  Financial  963 

Danny  T.  Seivert 

Insurance  970 

Standard  University  956 


Stuart  Pharmaceuticals  Division  of 


ICI  America  Inc. 

Kinesed  910,  911 

Travelers  Insurance  Companies 968 

Upjohn  Company 

Cleocin  HCL  902,  903,  904 

Uticillian  VK  897 

Valley  National  Bank  962 


Medical  Center  X-Ray  & Clinical  Labs 967 

Mullen  Medical  Service  970 


Wallace  Laboratories 

Milpath  908,  909 

Rondomycin  914,  915 


ARIZONA  MEDICINE  975 


Indications:  Lomotil  is  effective  as  adjunctive  ther- 
apy in  the  management  of  diarrhea. 
Contraindications:  In  children  less  than  2 years,  due 
to  the  decreased  safety  margin  in  younger  age 
groups,  and  in  patients  who  are  jaundiced  or  hyper- 
sensitive to  diphenoxylate  HCI  or  atropine. 

Warnings:  Use  with  caution  in  young  children,  be- 
cause of  variable  response,  and  with  extreme  cau- 
tion in  patients  with  cirrhosis  and  other  advanced 
hepatic  disease  or  abnormal  liver  function  tests, 
because  of  possible  hepatic  coma.  Diphenoxylate 
HCI  may  potentiate  the  action  of  barbiturates,  tran- 
quilizers and  alcohol.  In  theory,  the  concurrent  use 
with  monoamine  oxidase  inhibitors  could  precipitate 
hypertensive  crisis. 

Usage  in  pregnancy:  Weigh  the  potential  benefits 
against  possible  risks  before  using  during  preg- 
nancy, lactation  or  in  women  of  childbearing  age. 
Diphenoxylate  HCI  and  atropine  are  secreted  in  the 


breast  milk  of  nursing  mothers. 

Precautions:  Addiction  (dependency)  to  diphenoxy- 
late HCI  is  theoretically  possible  at  high  dosage.  Do 
not  exceed  recommended  dosages.  Administer  with 
caution  to  patients  receiving  addicting  drugs  or 
known  to  be  addiction  prone  or  having  a history  of 
drug  abuse.  The  subtherapeutic  amount  of  atropine 
is  added  to  discourage  deliberate  overdosage: 
strictly  observe  contraindications,  warnings  and  pre- 
cautions for.  atropine;  use  with  caution  in  children 
since  signs  of  atropinism  may  occur  even  with  the 
recommended  dosage. 

Adverse  reactions:  Atropine  effects  include  dryness 
of  skin  and  mucous  membranes,  flushing  -and  uri- 
nary retention.  Other  side  effects  with  Lomotil  in- 
clude nausea,  sedation,  vomiting,  swelling  of  the 
gums,  abdominal  discomfort,  respiratory  depression, 
numbness  of  the  extremities,  headache,  dizziness, 
depression,  malaise,  drowsiness,'  coma,  lethargy, 


IMPORTANT  INFORMATION:  This  is  a Sched- 
ule V substance  by  Federal  law ; diphenoxylate 
HCI  is  chemically  related  to  meperidine.  In 
case  of  overdosage  or  individual  hypersensitiv- 
ity. reactions  similar  to  those  after  meperidine 
or  morphine  overdosage  may  occur:  treatment 
is  similar  to  that  for  meperidine  or  morphine 
intoxication  (prolonged  and  careful  monitoring). 
Respiratory  depression  may  recur  in  spite  of  an 
initial  response  to  Nalline®  (nalorphine  HCI)  or 
may  be  evidenced  as  late  as  30  hours  after 
ingestion.  LOMOTIL  IS  NOT  AN  INNOCUOUS 
DRUG  AND  DOSAGE  RECOMMENDATIONS 
SHOULD  BE  STRICTLY  ADHERED  TO.  ESPE- 
CIALLY IN  CHILDREN  THIS  MEDICATION 
SHOULD  BE  KEPT  OUT  OF  REACH  OF 
CHILDREN. 
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